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Local Anzesthesia 
in Surgical Practice. 


UTERINE PROLAPSE 
THIRD DEGREE WITH LARGE VESICOCELE | 7 


(Typical Case.) 


Operation ; Watkins interposition ; Perineorrhaphy. 
Mrs. E, D, F., aged fifty-three, 


Anesthesia; Classical infiltration block using 45 cc. of a 0.5 of I per cent 
Novocain-adrenalin solution in perineum. A circumferential block about the 
cervix was made, using 30 c.c. of the same solution. The round ligaments were 
blocked as soon as they appeared, 4 c.c. of Novocain-adrenalin solution being 
used in each case. The classical Watkins operation was performed. The 
perineum was then repaired by the split septum method. Anzsthesia was ideal. 
Patient’s pulse was 80 at end of operation, and she had no post-operative nausea, 
vomiting or gas pains, and made an uneventful recovery. 


Extract from ‘‘Practical Local Anzsthesia.’’ (Farr). 


(Full technique of this and one hundred other operations under Local Anasthesia 
will be found in the above work, published by sities! Kimpton, 263, thigh Holborn, 
W.C.1) 


Ample supplies of Novocain are available for the use of surgeons at all 
the chief hospitals. Specify ‘‘ Novocain” for your next operation. 


Novocain does not contain cocaine and does not come under the Dangerous Drugs Act, 


Literature on vequest. 


THE SAFEST LOCAL ANAESTHETIC. 


The Original Preparation 


English Trade Mark No. 276,477 (1905). 


The Saccharin Corporation Ltd., 72 Oxford St., LONDON, W.1 
Telegrams : “Sacarino, Westcent, London,” Telephone : Museum 8096. 


Australian ts—J. L. Brown & Co., 501 Little Collins Street, Melbourne. 
New Zealand Agents—The Dental & Medical Supply Co., Ltd., 128, Wakefield Street, Wellington. 
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Abortion and Maternal Mortality. 


By THe Ricur Hox, Lorp RIppeLe. 


Chairman of the Board of Management, Royal Free Hospital. 


REALIZING the truth of the adage that *‘Fools rush in where angels 
fear to tread,”’ it was with some trepidation that | accepted the 
learned Editor’s invitation to contribute to the Journal of Obstetrics 
and Gynecology of the British Empire, which | regard as a scien- 
tific publication, far bevond my scope as a writer. However, 
having had exceptional opportunities for studying reports of cases 
of abortion, and being of opinion that this great and growing 
practice has a marked effect on maternal mortality figures, | am 
emboldened to offer the following observations, quantum valeat, 
as the lawyers say. 

For some time past my attention has been directed to the large 
number of inquests and criminal charges arising out of abortions 
and attempted abortions. .\s a rule, three or four cases are reported 
rach week in newspapers that come under my notice. Probably 
there are many more reported elsewhere, or unreported. Their sig- 
nificance can be judged only if such reports are carefully read. They 
show the real facts of life. For instance, one abortioner is said to 
have remarked, “T have done it hundreds of times,’ and an East- 
Ind doctor, tried for murder, had kept records showing that he 
had performed soo abortions. Then there is the report of the 
Romford Guardians, who complain of the large number of cases 
of attempted abortions brought into their hospital. ‘There can be 
no doubt as to the prevalence of this practice both among the 
married and unmarried. Formerly abortion was mostly practised on 
unmarried women. To-day, for economic reasons, and for reasons 
of convenience, abortion and aitempted abortion among married 
women are very common. The unwanted child is a prominent 
feature in modern life. Fear of pain is another prevalent cause. 


A 
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A letter in the British Medical Journal, November 23rd, 1929, puts 
the point: “IT am convinced that it is the memory of the first 
terrible experience of labour which’ makes the young married 
woman say, * Never again,’ and even take all means in her know- 
ledge and power to avoid the continuance of pregnancy. This 
seems one of the strongest arguments in favour of easing the pain 
of labour in primipare. It is unnecessary to stress the immediate 
and remote pathological results of abortion, particularly if actively 
procured.’ [I am afraid that the wide and long-continued dis- 
cussion concerning maternal mortality has added to the fears of 
many women of the educated and sensitive type. 

Many women, educated and uneducated, do not see any harm 
in attempting abortion by the use of drugs during the earlier 
stages of pregnancy. They do not appreciate the dangers they 
run. In some cases abortifacients are used, and in others drugs 
sold as a cure for amenorrhoea are taken in large quantities by 
pregnant women. This statement is based on the evidence given 
in abortion cases and on information supplied by obstetricians, 
general practitioners, midwives, nurses. Instrumental 
abortion is rife; likewise abortion by the injection of fluids, and in 
some cases by the use of electricity. Only a few cases come to 
light. 

When speaking at a joint meeting of the Medico-Legal Society, 
of which I am President, and the Roval Seciety of Medicine, Sir 
Bernard Spilsbury stated that he made a postmortem once every 
ten days on a woman whose death has been caused by an illegal 
operation. He further stated that the immediate mortality is lower 
than formerly owing to greater skill being exercised by most of 
the abortionists, and that for every fatality there is a very large 
number of immediately non-fatal cases. For obvious reasons statis- 
tics are not available concerning attempted abortion, but reported 
cases, and other information, undoubtedly show that every year 
iarge numbers of women are attempting to terminate their pregnan- 
cies. The practice of abortion is not confined to this country. In- 
deed, it is causing serious perturbation in Germany, .\ustria, and 
America. It is stated that in the United States of America there 
are a million criminal abortions each year, or one for every two 
and a half births.’ It is estimated that in New York City alone 
8,000 deaths occur annually as a result of criminal abortion.’ In 
Germany, according to Heynemann,* ‘‘The increase of premature 
interruption of pregnancy, particularly in its first few months, 
was already noted towards the end of last century, it was rising 
rapidly at the beginning of the second decade of this century, and 
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has progressed to an alarming degree in the post-war period. An 
ever-growing number of women seek the help of hospitals or poly- 
clinics, and especiaily of physicians in private practice on account 
of a miscarriage. All the publications are agreed that this increase 
is mostly due to the growing practice of criminal abortion.”’ 

I mention these facts to show that the secret practice of a or- 
tion and attempted abortion is widespread. I suppose this will be 
admitted. IT am not concerned with deaths or illnesses openly 
admitted to be due to abortion or attempted abortion. The points 
| wish to make are these : 


1. The practice of attempted abortion is widespread among all 
classes. 

2. In a large number of cases the attempt fails so that the 
woman goes to full time. 

3. Attempted abortion tends to weaken the woman's power of 
resistance and renders her liable to puerperal sepsis and other 
complications. I am told that the woman's life is endangered not 
only in the pregnancy she has attempted to terminate but in the 
next pregnancy also. Again, to quote Sir Bernard Spilsbury, 
“Tt is impossible to give an accurate estimate of the proportion of 
these cases that are damaged, many of them permanently, by septic 
infection, but it is not inconsiderable, and it not only affects the 
health of the woman, but it reduces the chances and increases the . 
risks of subsequent pregnancies.” 

dent has recently stated: ‘It is part of the midwife’s duty 
to attend miscarriage, but the subject has assumed grave propor- 
tions in recent years. .\ large number of deaths from puerperal 
sepsis which are included in our national returns are cases of 
miscarriage, There seems to be no doubt that a much larger 
proportion of cases of miscarriage become septic than cases ot 
confinement. . . . Another reason for ihe high sepsis rate in 
muscarriage is that so many are provoked, not only by unmarried 
women, but also by married women, who are unwilling for various 
reasons to have a child. Often they find someone who attempts 
to bring on a miscarriage by some form of instrumental  interfer- 
ence. Often this is an entirely unqualified person, sometimes a 
doctor or midwife, sometimes a masseuse or masseur who uses 
some form of electrical appliance. When instruments are used 
unskilfully or on the sly, it is only too common for antiseptic 
methods to be more or less completely discarded, and the result 
is that the unfortunate patient becomes infected. Sometimes, 
further, her condition is concealed until the illness has reached a 
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stage at which nothing can be done. ... No one is willing to 
accept the responsibility of looking after cases of miscarriage. It 
is difficult to get them admitted to hospitals—indeed, some 
lving-in hospitals refuse to take them on any consideration what- 
ever. The result is that miscarriages tend to remain in unqualified 
hands. So far as private practitioners are concerned, they always 
have the fear of being mixed up in criminal proceedings.” 

4. If a woman dies of puerperal sepsis, due to abortion or 
attempted abortion, usually the cause of death is not registered as 
“post-abortive sepsis,” but as “puerperal sepsis,” of which I see there 
were 224 cases in 1929. The reason is that the woman rarely 
admits that she has been guilty of attempted abortion. The medical 
practitioner may or may not suspect that drugs have been taken, 
or that other means have been adopted in the hope of terminating 
the pregnancy. I am told that the after effects of taking pills and 
the injection of fluids are difficult to diagnose. Whether the 
practitioner suspects that the death is the result of criminal abor- 
tion, or not, he usually registers the death as puerperal sepsis. 

53. A small percentage, such as four per thousand, is easily 
changed by a new factor of comparatively small dimensions. For 
instance :— 


Take the yearly number of deliveries at... 600,000 
Assume that one per cent, of the 600,000, un- 
successfully attempted abortion 
Assume that 1o per cent of these die of puerperal 

sepsis or other complications 600 


6,000 


This is equal to one per cent of the 600,000. ‘Therefore the small 
percentage of four per thousand would be reduced to three per 
thousand in the absence of this factor.* If one reduces one per cent 
to half per cent there will still be a very material factor in the 
mortality. Of course these figures are estimates, but in deciding 
why maternal mortality should not have been reduced, notwith- 
standing improved medical and nursing methods, | submit that 
the widespread practice of abortion, or attempted abortion, which 
admittedly increases the liability of those women who are sub- 
jected to it to puerperal sepsis and other diseases of pregnancy, 
cannot be disregarded. It may be said that 6,000 attempted 
abortions is an excessive estimate. May [| point out that this 
gives only 115 per week spread over the whole country? To prove that 

* The much-quoted maternal mortality rate is very misleading. In 
some districts it is very low and in others very high. It would be interesting 


to ascertain whether abortion is more rife in the industrial towns where the 
rate is high. 
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this is a moderate estimate I refer to the expenditure upon advert- 
isements which are more or less veiled invitations to use abortifa- 
cients. The widespread demand for such abortifacients is proved 
by the fact that those who sell them are prepared to pay high 
prices for advertisements. As President for the Advertising 
Association | have taken an active part in preventing the publica- 
tion of these notices. There is no difficulty in procuring an 
ample supply of advertisements of this sort at a very high rate. 
The difficulty is to keep them out. This shows that literally 
thousands of women respond io such advertisements. 

Attempted abortion is a serious criminal offence, whether the 
attempt is made by the pregnant woman herself or by some other 
person, but there is good reason for thinking that, as stated already, 
many women do not regard such an attempt as legally or morally 
wrongtul, when made in the early stages of pregnancy or, to use a 
popular expression, “‘when there is no fife.” In short, the prevalence 
of abortion is due to the psychology of the modern woman, It may 
be said that the medical profession should lend its aid to prevent 
it. This raises the much-debated question of medical confidences. 
In igig, Mr. Justice Avory, when charging the Grand Jury at 
Birmingham, said that in a clear case of criminal abortion in which 
the life of the woman was in danger, it was the duty of the doctor 
to inform the police. This led the College of Physicians and the 
British Medical Association to intervene. An interview took place 
with the Lord Chief Justice, the Attorney-General and the Public 
Prosecutor, at which it was explained that the authorities desired 
that abortions attempted or procured by third parties should be 
reported when the doctor was of opinion that the patient was likely 
to die. This view did not meet with the approval of the College or 
the British Medical Association. the former passed a 
series of resolutions expressing the opinion : 


tr. Phat the patient’s confidences musi be respected. 

2. That in clear cases of criminal abortion the patient, especially 
if she is likely to die, should be urged to make a statement for use 
against the abortioner, provided her chances of recovery are not 
thereby prejudiced. 

3. That if she refuses, the practitioner is under no legal 
obligation (so the College was advised) to take further action. 

4. That before taking steps which may lead to legal pro- 
ceedings, the practitioner will be wise to obtain the best medical 
and legal advice obtainable, ‘since in the present state of the law 
there is no certainty that he will be protected against subsequent 
litigation.” 
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The British Medical Association expressed a similar opinion. 
This view does not meet with universal approval. Sidney Smith® 
says: “It is no part of a doctor's duty to act as a detective, but it 
is equally certain that it is no part of his duty to act as a sereen 
for the professional abortionist.”” Similar views are expressed by 
Robertson.* Abortion cases are rarely, practice, reported to 
the police unless the result has been fatal. 

In the past this question has been entirely in the hands of men--- 
ecclesiastics, lawyers, doctors and politicians. | refer, of course, 
not to criminal abortion only, but to abortion undertaken to save 
the mother’s life or to avoid serious injury to her health, a subject 
which has excited much discussion and violent differences of 
opinion, For a historical account of these discussions see a paper 
read by the author’ before a Joint Meeting of the Medico-Legal 
Society and the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine. 

It must be admitted that to-day abortion in all its aspects is 
mainly a woman’s question. According to Havelock llis,* 
German writers insist that the foetus is not vet an independent 
human being and that every woman, by virtue of the right over 
her own body, is entitled to decide whether it shall become one, 

This novel, far-reaching and, if | may say so, dangerous 
doctrine has not been preached in this country, nor, if preached, 
would it be likely to receive overt support. Nevertheless, it repre- 
sents the views of a large section of the female community, at any 
rate so far as the early stages of pregnancy are concerned. The 
spread of contraception and the improvement: contraceptive 
methods may tend to reduce the number of criminal abortions and 
attempted abortions, but in any event it is certain that this practice 
must continue to have an important influence on maternal 
mortality and morbidity. 
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The Problem of the Damaged Heari In Obstetrical 
Practice.* 


By 


PROFESSOR DaME Louise Mcitroy, D.B.E., M.D., D.Sc. (Glas.), 


and 
OLIVE RENDEL, M.D. (Lond.), M.R.C.P. (Lond.) 


From the Obstetrical and Gynecological Unit of the Royal 
Free Hospital, University of London. 


INTRODUCTION. 


Mucu has been written on the subject of cardiac injury associated 
with pregnancy. The recent literature has to some extent cleared 
up a number of inaccuracies and misstatements. Much more 
reliable knowledge has been acquired in regard to the behaviour 
of the normal heart in pregnancy. Scientific information on the 
subject has become available owing to various factors. The 
increased attention paid to patients during the antenatal period 
has brought to light the existence of a very varied number of heart 
conditions which would formerly have been overlooked. The 
recognition of these conditions has shown to the obstetrician that 
his knowledge of cardiac complications is very limited. It 
becomes necessary, therefore, to seek the aid of the cardiologist 
or physician. This has led to a much closer cooperation among 
the specialists concerned. We have, therefore, acquired a much 
more accurate knowledge of the existing conditions and also of 
the behaviour of the heart during pregnancy and labour. So 
varied are the cases which are found in a large antenatal clinic 
that the interest of the physician has been stimulated, whereby 
much mutual benefit has been derived by the obstetrical and 
cardiological departments of a teaching hospital. Formerly, it 
was the more severe forms of heart disease during pregnancy only 
which came under observation, and many were recognized when 
the patient entered the labour room. : 

From the point of view of the patient no greater argument 
could be used for the extension of antenatal care than that of the 
results obtained by recognition of heart disease in early pregnancy. 

* We have to express our gratitude to the Right Honourable Lord 
Riddell, of the Royal Free Hospital, for providing a Fellowship for this’ 
research. ‘This Fellowship has been held by one of us (O.R.). An clectro- 
cardiograph was also included in his donation, 
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The methods of diagnosis are now rendered much more accurate 
by means of the use of X-rays and the clectrocardiograph. The 
obstetrician has learned that, if the welfare of the patient is to have 
the best consideration, advice must be sought from the expert 
physician. Definite instructions must be laid down regarding the 
line of treatment which is to be carried out. The more the obstet- 
rician recognizes limitations which call for consultation with a 
colleague, the more valuable will our knowledge of cardiac con- 
ditions become. “This wider knowledge has been applied hitherto 
more especially, perhaps, to the reduction the number of 
abortions which are being performed for therapeutic reasons. The 
subject of pregnancy is now approached from an entirely different 
starting point, namely, that of the physician. Pregnancy in the 
case of a patient with a damaged heart is a ‘tcomplication.”" The 
patient requires skilled treatment for her heart condition, and her 
pregnancy is looked upon as a temporary occurrence. Tt is only 
when medical treatment of the heart condition has tailed and then 
only after serious consideration from all points of view, that the 
termination of pregnancy is to be decided upon. Experience of 
the precise diagnosis of heart disease in carly pregnancy has 
proved how successful the medical treatment of these cases can 
be. The obstetrician nowadays owes a debt of gratitude to the 
physician for his) skilled advice and cooperation which have 
enabled many a patient to obtain cardiac treatment without any 
hurried or misjudged interference with the course of her preg- 
nancy. As will be discussed later, pregnancy is not always a 
disaster in cases of heart disease. Many a hard-working woman 
has suffered from chronic cardiac disability and it is only through 
her attendance at an antenatal clinic that the condition has been 
recognized and submitted to proper treatment. 


THE NORMAL HEART IN PREGNANCY. 

Our knowledge of the behaviour of the normal heart during 
pregnancy is now more accurate than formerly, thanks to the 
improvement in such methods of diagnosis as X-rays the 
electrocardiograph. is accepted) that) considerable changes 
occur during pregnancy, but owing to lack of specific knowledge 
about antenatal conditions there has been controversy among writers 
on the subject. Tt is very important, therefore, before entering 
upon a study of the various heart complications of pregnancy that 
one should learn about the physiological changes which take place, 
The chief controversy has ranged round the question of the en- 
largement of the heart. On clinical evidence, when an examination 
is made in date pregnaney, there is an alteration the area of 
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cardiac dullness and the position of the apex beat. This is due 
mainly to changes in the position of the heart. The clectrocardio- 
gram usually shows that there is right axis deviation in the early 
months of pregnancy and marked left axis deviation in the later 
months of pregnancy, probably due to the alteration in the position 
of the heart. The heart resumes its normal position after delivery. 

The factors which give rise to apparent cardiac enlargement 
are numerous, Pressure from the enlarging uterus causes changes 
in the position of the heart. The pressure on the diaphragm from 
the uterus pushes the apex outwards and rotates the heart to some 
extent. As shown by X-rays, this rotation rapidly disappears after 
delivery. In multiparous women it ts dificult to map out the 
heart area, owing to mammary enlargement. “The normal ex- 
pansion of the lungs is restricted. There is a smaller vital 
capacity. The restriction is as a rule greatest at the 36th week of 
pregnancy. Later the presenting part engages in the pelvis and 
the fundus falls. Breathing is then less embarrassed. 

If anything should interfere with the normal descent of the 
foetus, such as disproportion between the foetal head and the pelvic 
brim, the difficulty in breathing may be accentuated. Unusual 
enlargement of the uterus, which is found, for example, in the case 
of twins, and hydramnios, has a similar effect. In some cases, 
if the head of the foetus is in the fundus and fails to turn towards 
the lower zone of the uterus, as it normally should, before the 34th 
to 36th week, the patient may complain of undue pressure 
symptoms. The pain complained of at the fundus of the uterus 
in persistent: breech presentations is sometimes an aid to the 
diagnosis of the position of the foetus. Tf spontaneous version 
takes place and engagement of the head in the pelvis ensues, the 
patient experiences feeling of relief her respiratory 
symptoms. Although a systolic murmur has little significance 
in pregnancy it is the practice in our antenatal clinics to send the 
patients for further examination to the antenatal cardiac clinic. 
It is by careful attention to such a sign that we can be assured that 
no case of organic cardiac disease will be overlooked. Tt is not 
uncommon to find localized apical systolic murmurs and some- 
times a rough first sound suggestive of early mitral stenosis which 
may be associated with an accentuated second pulmonary sound. It 
is: however, sometimes difficult to make a diagnosis during: preg- 
naneyv between these cases and true cases of early mitral stenosis. 
In functional cases these signs practically all disappear after de- 
livery. Patients may complain of breathlessness on exertion and 
even attacks of fainting. Such symptoms may be in the nature of a 
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neurosis or due to general debility in pregnancy. Breathlessness 
in the later stages of pregnancy may be due to a lowering of the 
bicarbonate reserve. It is an old saying among physicians that 
the patient who complains of heart symptoms, such as precordial 
pain, has usually no organic heart disease unless there are clinical 
signs as well. Some of the so-called heart affections in pregnancy 
are due to digestive disturbances. Cidema of the legs, which in 
ordinary conditions would indicate cardiac or renal complications, 
is so frequently met with late in pregnancy that as a rule it is 


regarded as insignificant unless other symptoms, such as raised 
blood pressure or albuminuria are present. It is due to pressure 
from the uterus upon the pelvic vessels. Increase in the watery 
content of the blood may also be a cause. Renal insufficiency 
»should always be considered as well as cardiac disturbances, Tight 
carters must not be worn. 

The varicose veins which are frequently associated with 
pregnancy, especially in) multipare, are indicative of pressure 
and deficiency in the vessel walls rather than of cardiac complica- 
tions and may be due to increase in the volume of blood. The 
pelvic veins may become obstructed in patients who suffer from 
constipation due to intestinal stasis. , 

The changes in blood pressure in normal pregnancy have been 
fairly well established, more especially by French obstetricians. 
Blood pressure changes vary in the asthenic and plethoric types of 
patients. Low pressure is to be expected in undeveloped and badly 
fed women. In the so-called full blooded type, the pressure tends 
to be high and aggravated by pregnancy. ‘Toxic symptoms are 
more likely to occur in the latter type, with consequent cardiac in- 
volvement. Just before the onset of labour the blood pressure 
rises. It rises slightly in the second stage and especially during 
the height of the uterine contractions. It falls after rupture of the 
membranes. It reaches its maximum during parturition. It then 
falls after delivery and regains the normal during the puerperium. 


ANALYSIS OF CASES. 


The present communication is based on a series of 200 cases 
of heart disease in pregnancy which have been investigated during 
the last six vears. The total number of pregnancies was 226 in 
200 patients. .\ far larger number of patients have been examined 
for various svmptoms referable to the heart, but they are not in- 
ciuded in this paper since they were not found to be suffering from 
organic heart disease. 


The majority of the patients have been followed up from the 
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antenatal clinics of the hospital. Some have been sent from the 
medical wards and some directly into hospital from outside 
practitioners. All the cases have been observed until the termina- 
tion of pregnancy and through the puerperium. So far as possible 
the patients have been kept under observation for some months 
cr years. .\ number of patients have been treated for subsequent 
pregnancies and confinements. So important is the subject of 
the complication of heart disease when found on antenatal ex- 
amination that it was considered advisable to give more attention 
to the cases than is usually applied by the obstetrician. It was, 
therefore, decided to undertake a special investigation, Since the 
beginning of this investigation a special antenatal Cardiac Clinic 
has been established and the work has been steadily continued and 
has been very much helped by the collaboration of Dr. Jenner 
Hoskin, Cardiologist to the Hospital, and of Dr. Dorothy Tare, 
Physician to the TLospital. 
Classificalion of cases. 

These have been divided into) groups, according the 
functional efficiency of the heart, and the classification ‘used is 
that of the American Heart ‘Association. 


(rrouping. 
(American Hearl Association Functional Classification). 


Class 1. Patients with organic heart disease able to carry on 
ordinary physical activity without discomfort. These patients do 
not show any signs of congestive heart fatlure or of active disease. 

Class I], Patients with organic heart disease unable to carry 
on ordinary physical activity without discomfort. 

(a) Activity slightly limited. These patients rarely show signs 

of congestive failure or active infection. 

(b) Activity greatly limited. These patients generally show 

one or more signs of congestive failure, the anginal 
syndrome or signs of active heart infection. 


Class 111. Patients with organic heart disease with symptoms 
or signs of heart failure when at rest. These patients show 
marked physical signs of congestive failure, the anginal svndrome 
or active infection, 

As patients may be found to belong to different classes at 
different times the classification has been made at the time when 


the patient was first seen. Patients observed during more than 
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one pregnancy are found to pass from one group to the other— 
some cases passing from Class I] (b) to Class I] (a) in subsequent 
pregnancies~ others in the opposite direction as cach succeeding 
pregnancy throws more strain on the heart. 

The total number of patients investigated is 200. The total 
number of pregnancies is 220, of which gg were primigravide: and 
127 muitipare. The numbers occurring in the different classes 
are as follows. 


I. 


Primigravidie. Multiparce Total. 


Class I 35 
Class IL (a) 45 
Class II (b) 14 
Class III 


The enormous relative increase of multiparzee in Group I (b) 
emphasizes the fact that multiple pregnancies tend to lower the 
cardiac efficiency permanently. 

The actual anatomical lesion found appears to have very little 
bearing on the prognosis except in so far as the severer lesions 
obviously produce a greater mechanical strain. “Table II gives the 
diagnosis in the present series of cases. 

Cases of mitral stenosis have been divided into those with 
cardiac enlargement and those without enlargement. It is 
extremely difficult to be sure of the size of the heart during 
pregnancy without the use of X-rays, which may not be avail- 
able. The heart is displaced upwards and outwards to a varying 
degree in the later months of pregnancy and in many cases the 
breasts, especially in multiparee, make the apex beat difficult to 
localize. Enlargement has been considered present only when the 
apex is well outside the midclavicular line. In the cases belong- 
ing to Classes | and II(a) mitral stenoses are also divided into early 
and developed cases, early cases being those in which there is no 
thrill and the presystolic murmur is only elicited on exercise. Such 
cases rarely give rise to any trouble, and there is none in the last 
two classes. 

The cases classed as Myocardial conditions’? form a mixed 
group and include thyrotoxic heart, cardiovascular sclerosis, acute 
myocarditis due to recent influenza, and oral sepsis and cases of 
unknown etiology. 
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TABLE IT. 
Class I. 58 pregnancies. 


Primigravidee. Multiparee. Total 


Early mitral stenosis 3 8 
Developed mitral stenosis 
(a) without enlargement 
(b) with enlargement 
Mitral stenosis and 
aortic reflux 
Congenital heart 
Myocardial conditions 


Class IT (a). gl pregnancies. 


Primigravide. Multiparee, Total 


Early mitral stenosis 
Developed mitral stenosis 
(b) with enlargement 
(b) without enlargement 
Mitral reflux 
Mitral stenosis and 

aortic reflux 
Mitral stenosis and 

aortic stenosis and reflux 
Aortic reflux 
Congenital heart 
Myocardial conditions 


Class II (b). 63 pregnancies. 


Primigravide. Multiparie. Total. 


Developed mitral stenosis 
(a) without enlargement 


(b) with enlargement 
Mitral reflux 
Mitral stenosis and 
aortic reflux 
Aortic reflux 
Myocardial conditions 
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Class III. 10 pregnancies, 
Primigravide. Multiparee. Total. 

Developed mitral stenosis 

(a) without enlargement 1 ) 

6 

(b) with enlargement 3) 
Mitral stenosis and 

aortic reflux I 


Aortic reflux 


Total No. chronic 


valvular disease 82 109 191 
Total No. congenital heart 3 5 8 
Total No. myocardial conditions 14 13 21 


N.B.—The above figures are reckoned from the number of pregnancies 
and not from the number of patients. 


The classification of cases according to the anatomical lesion 
shows that the most common type of heart disease in women of the 
childbearing age is chronic valvular disease, and in these cases 
mitral stenosis is by far the commonest lesion, Chronic valvular 
disease was found in 167 patients, with 1o1 pregnancies, the 
lesions being distributed as follows : 


Mitral stenosis ... 131 
Mitral reflux a 4 
Mitral and aortic disease 27 
Aortic reflux 5 


167 


There were, in addition, six cases with congenital defects, and 


27 myocardial cases, The etiology of the myocardial conditions 
was varied and indefinite. 


In a few there was a history of thyro- 
toxicosis. Diphtheria and influenza also played a part. By far the 
larger number of cases, however, are those of chronic valvular 
disease, which practically always rheumatic origin) even 
though there may be no definite rheumatic history. 

Syphilitic affections of the aortic valve occur rather later in life, 
as a rule, and are more frequent in men. At any rate they appear 
to have little importance as a factor in pregnancy. There is one 
case only of a definite syphilitic heart lesion in the series, and this 
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was a case of myocarditis. In the present series, the history has 
been accurately obtained as far as possible. We find that definite 
information is nearly always available as regards rheumatic fever 
or chorea but that it is often unreliable as regards the subacute 
and milder forms of rheumatism in childhood. The following 
Table gives the rheumatic history obtained in 200 patients, 


Tasty HT. 
Rheumatic fever or acute rheumatism... 
Chorea and rheumatic fever 137 
Growing pains, tonsillitis 
Scarlet fever only 
No history of importance 


Taking the cases of chronic endocarditis alone, those in which 
there is a previous history of rheumatic infection number 129 
out of a total of 167, or a percentage of 77. In many cases there 
were several attacks and in a few there was a history of recent 
rheumatic infection. One patient had acute rheumatism between 
two pregnancies, and with the third pregnancy had a greatly 
enlarged heart with congestive failure as a result. An attempt 
has been made to correlate the severity of the lesion and the 
functional efficiency of the heart with the severity of the previous 
rheumatic infection, The way in which this affects the heart can 
best be observed from a study of the percentage incidence of 
rheumatism in the different classes. The figures in this case have 
been worked out on a basis of the number of pregnancies (for as 
explained above, one patient may come into two or more classes). 


TABLE IV. 


Valvular All Rheumatic Acute Rheumatic 
Disease History or Chorea, only 
Class per cent. per cent. 


I ae 49 
72 
61 
Ill 10 


In the above Table the cases of valvular disease only have been 
invluded. The percentages will be somewhat lower in classes | 
and IT (a), if all cases are included, and practically unchanged in 
the last two classes. 


/ 
200 
71 49 
72 55 
79 75 
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Scarlet fever occurred in a considerable number of patients, but 
as the only known etiological factor, without any rheumatism or 
chorea, it occurred in 16 cases only. 

Taken as a whole, therefore, it would appear that the severer 
cases have a more definite and prolonged history of acute rheu- 
matic infection, and that a history of repeated acute rheumatism is 
a factor which should be taken into consideration in the treatment 
and prognosis of a case. Many severe cases, however, have no 
definite rheumatic history, and in this connexion it is of interest to 
note that of the five deaths, {wo patients had no previous history of 
illness, two had scarlet fever only (both these died of malignant 
endocarditis), and only one out of five had a definite rheumatic 
history. 

Analysis of results obtained. 

In reviewing, as a whole, the results obtained, the following 
facts stand out very clearly :— 

(a) Cases in Class | and Class II (a), as a rule, do well and have 
normal pregnancies and labours. 

(6) Cases in Class 11 (b) and Class IIE need very careful super- 
vision and, as a rule, prolonged rest in hospital. The average 
time spent in hospital was, including the puerperium, 19 days in 
Class | and Class I] (a) and 37 days in Class If (b) and Class IIT. 
Patients are usually transferred to convalescent: homes dis- 
charge from hospital, owing to the difficulty of providing beds in 
hospital. This period of convalescence is not included in the above. . 
figures. 


Crass 1. Primigravide 35. Mullipare 23. 

None of these patients gave rise to any serious anxiety. The 
primigravidee all did well as far the cardiac condition 
was concerned, although the follow-up of these cases has not been 
very satisfactory. Patients are reluctant to come to hospital with- 
out any good reason, and the majority had no symptoms on 
discharge from hospital. “Two of the patients, however, appeared 
to be definitely less well than before pregnancy. One had mitral 
stenosis with aortic reflux and had repeated fainting attacks some 
weeks after delivery, and the other was a patient with advanced 
mitral stenosis. Five patients had mild toxemia, including a girl 
of 13) vears of age suffering from early mitral stenosis who had 
twins—all cases cleared up satisfactorily with treatment. For- 
ceps were applied in five cases and one patient suffered from a 
severe postpartum hemorrhage. Premature labour was induced 
in two patients at the 36th and 38th wecks respectively for 
obstetrical reasons. One patient aborted at 20 weeks. 
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All the multipare in this group had normal uneventful preg- 
“nancies and confinements and were discharged in a satisfactory 
condition with the exception of one patient, the subject of early 
mitral stenosis, who was definitely less well. This patient had a 
somewhat unsatisfactory clectrocardiogram showing an atonic 
ventricle with poor T wave in leads 1 and 2. 


II (a). 95 pregnancies. Primigravidee 48. Mulliparce 47. 

Primigravide. 21 patients had normal pregnancies and 
labours, and their condition on discharge was satisfactory. “The 
larger number of these did not report again after attendance at the 
postnatal clinic but in those that did the condition was satisfactory. 
Of the remaining 25, six patients appeared definitely less well when 
scen later. Forceps were applied 10 cases. patient 
developed) puerperal insanity but is now reported well. One 
patient had a Cesarean section, There were definite signs of slight 
cardiac insufficiency in a considerable proportion of these patients 
in the later weeks of pregnancy. Six had bronchitis and ten had 
persistent tachycardia with a pulse rate of too to 120. A slight 
degree of dyspnoea was observed in all the patients, but it: is 
difficult to gauge whether this is more than would occur in a normal 
pregnancy. As regards the date at which patients were first seen, 
12 came before the 20th week, 25 from 20 to 30 weeks and tt after 
the week. 

(2) Mullipare. 

Thirty-six of these did not show any abnormality bevond slight 
increase of breathlessness with diminished cardiac reserve after the 
goth week. Of the remaining patients, there were two spontaneous 
abortions before the rath week, and in one of these the patient was 
admitted to hospital three weeks later with slight congestive 
failure. 

Induction of abortion was performed in two patients—one had 
congenital heart disease with complete heart block, and had recently 
passed through a normal pregnancy and labour in hospital, but 
it was considered wiser for her not to undergo the strain again so 
soon, The other patient in whom premature labour was induced 
had mitral and aortic disease with an unsatisfactory electrocardio- 
gram. Five patients appeared to have suffered some permanent 
decrease in their cardiac efficiency. 

There was one patient suffering from toxemia who was 
prematurely delivered at 32 weeks. Forceps were applied in 
two cases. 

Taking this group of cases as a whole, the final result is found 
to be satisfactory in the majority. A small proportion appears 
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less well as a result of pregnancy, but it is possible that 
this might have been avoided had the home circumstances of the 
patient been better. Many of them were not able to rest sufficiently 
during pregnancy nor to stay in hospital after delivery. No 
patients in this group have shown signs of congestive failure 


during pregnancy, and there were not any cases of collapse 
during labour. 


Crass II (b). (1) 64 pregnancies. Primigravide 14. Multipare 50. 

The final result in 14 primigravide was apparently satisfactory 
in 12. Most of these patients had already a_ considerable 
amount of disability before the beginning of pregnancy, but this 
does not seem to have been permanently increased. Eleven 
patients had definite signs of congestive failure, and in two this 
was severe. One patient was thought to have a tuberculous lung 
in addition, although the sputum was negative, This patient, in 
whom premature labour was induced at 26 weeks, refused sana- 
torium treatment and has been lost sight of. One patient with 
considerable decompensation refused further in-patient treatment 
and was confined at home. Two patients suffered from persistent 
tachycardia and one from hemoptysis. This patient also had a cere- 
bral embolus at the 30th week with permanent left-sided weakness. 
The onset of congestive failure occurred at 16 weeks in’ two 
patients, at 20 weeks in three patients, and in the remainder 
between the 26th and 32nd weeks. Forceps were applied in 
Six Cases. 

(2) Mullipare torm the larger proportion of patients in this 
group. Out of a total of 50 pregnancies there was congestive 
failure in 41 (37 patients). 

In 10 patients failure was severe, and four in this group died 
(see mortality—one, undelivered at 30 weeks, of broncho-pneumonia 
and two, some weeks after delivery, of malignant endocarditis). 
There was a lesser degree of congestive failure in 25 cases. Onset 
of symptoms occurred at the following stages of pregnancy : 

Before 20 weeks 12 cases. 
Between 20 and 30 weeks... cases. 
After 30 weeks 

13 patients (17 pregnancies) were definitely less well as a result. 
Nine had mitral stenosis and one had mitral reflux with severe 
myocardial damage (Plate 7), and in eight of these there was 
cardiac enlargement. One had very great enlargement with an 
adherent pericardium, 

One case with myocardial degeneration developed a persistently 
abnormal rhythm with rates varying from 100 to 180, usually 
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regular. This was diagnosed as a possible auricular flutter, but 
the electrocardiogram is not typical of this. The patient had 
severe cardiac failure after discharge from hospital and was in bed 
for several weeks. She has been seen at intervals since, and has 
a poor cardiac reserve, the pulse rate being persistently about 120 
to 130. This patient did not have any previous history of cardiac 
disability but cardiac failure occurred suddenly at the 3oth week of 
her eighth pregnancy. 

Induction before the 20th week was performed in six cases 
owing to severe lesions with early signs of decompensation and 
unsatisfactory previous history. Labour was induced in two 
patients at 28 and 26 weeks respectively for failing compensation 
which did not vield to treatment. Eight patients had spontaneous 
premature deliveries. Czesarean section with sterilization was per- 
formed in four patients, one at the eighth month for cardiac failure. 
Forceps were applied in four cases. 

The previous cardiac history of the patients in this group is 
as follows (some of the histories obtained are rather vague but 
the Table gives a fairly good approximation and shows the 
importance of the previous history in giving a prognosis) : 


FInan RESULT, 


Total No. 
of cases Good Poor 
Previous health good with 
normal pregnancies. No 
history of decompensation (2 died) 
Failure of compensation in 
one or more previous 
pregnancies, Health fairly 
good between pregnancies 5 7 (1 died) 
Severe lesion with gener- 
ally poor reserve, always 
worse during pregnancy 14 3 7 (1 died) 


Tie majority of the Class TI (b) patients showed no evidence of 
cardiac failure during delivery, but in four cases there were vary- 
ing degrees of collapse. 


Case 1. M. 1. Mitral stenosis with considerable enlargement, in 
hospital six weeks before delivery with congestive failure. This patient 
had a rapid irregular pulse immediately following delivery, but made 
a satisfactory recovery. 
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Case 2. P. Mitral stenosis with slight enlargement. Slight congestive 
failure at 20 weeks which improved with treatment; was unable to come 
into hospital before delivery, and was adimitted in the first stage of labour, 
acutely dyspnoeic, with acute eedema of ithe lung. Forceps were applied 
at the earliest possible moment and the patient made a good recovery. 

Case 3. M. 2. Mitral stenosis. Cardiac enlargement. Congestive 
faiiure with marked cyanosis during pregnancy. This patient had a labour 
lasting 21 hours with a second stage of 4o minutes. She was much 
collapsed, cyanosed and orthopneeic for some time after delivery with 
cough and «edema of both pulmonary bases. She made a good recovery, 
but again became pregnant and developed auricular fibrillation two 
months after delivery of her fourth child. 

Case 4. M. 4. Mitral stenosis with severe hemoptysis immediately 
before onset of labour and during first stage. This patient ultimately made 
a good recovery. 

Crass II]. Primigravide 2. Mullipare 8. 

These patients were all suffering from definite decompensation 
when first seen and were admitted at once to hospital. Four 
patients before the 2oth week, three from 20 to 30 weeks, and three 
after 30 weeks. 

Five patients went to term, and on one of these Caesarean 
section was performed with sterilization. This patient was 
well until 10 months later, when she was admitted to hospital with 
auricular fibrillation. Her condition is now somewhat unsatis- 
factory and she is able to stand very little exertion. Three patients 
were delivered spontaneously and one case with the forceps. AL 
these patients made a good recovery. Induction of abortion was 
performed in one patient at 16 weeks. Spontaneous premature 
delivery occurred in four patients, one of whom died to days after 
delivery. 

In the whole series of 200 patients the following complications 
occurred, 

Hemoplysis. Slight: six patients. Severe: two patients: (3 
pregnancies). 

Auricular Fibrillation. Four cases before delivery and two cases 
within two months after parturition. One case 10 months later. 
One of these patients died, the others are still alive. In two of 
the patients the fibrillation was present before the onset of preg- 
nancy, and in two it developed during pregnancy. One patient 
had been watched through iwo previous pregnancies during which 
she had multiple auricular and nodal extra systoles. Premature 
labour was induced at 16 weeks but she again became pregnant 
and her heart was found to be fibrillating. Induction was again 
performed, This patient has since had a successful operation for 
gallstone in the common duct. One patient with auricular fibrilla- 
tion has died. 
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Complele Hearl Block. Two patients, one suffering from con- 
genital heart disease and left bundle branch block (Plate 6), and the 
other from myocardial degeneration (Plate 7). Both these patients 
did very well, the first one not showing any signs of failure. “The 
second patient had slight disability during her first: pregnancy, 
but has just gone through another with very few symptoms, and 
has had twins. This patient, however, had three Stokes Adams 
attacks immediately after delivery. 


OPERATIONS. 
Number of cases of :— 
Induction of abortion, Primigravide 3, Multiparze g, Total 12. 
Induction of premature labour, Primigravidee 7, Multipara 1, 
Total 8. 
Forceps delivery, Primigravidee 22 Multipara 5, Total 27. 
Czesarean section, 5. 
Cases of Ca@sarean section. 

There were five cases. In three of these the operation was per- 
formed on account of the heart condition and in two because otf 
obstetrical complications associated with heart lesions. 

Heart lesions. 

No. 1. Aged 35, M. 2. First seen 30th week, Mitral stenosis, failure 
of compensation, Worse since onset of pregnancy. In another hospital for 
six weeks. In Royal Free Hospital two weeks before Cresarean section 
which was performed at term; sterilized. Recovery very satisfactory for a 
time; auricular fibrillation ten months later. 

No. 2. Aged 28, M. Previous pregnancies normal. First seen 28th 
week. Mitral stenosis, failure of compensation, bonchitis. Admitted 37th 
week. Cesarean section and sterilization at term. Breech with extended 
legs. Version had failed. Pulmonary embolus on 24th day. ‘Transferred 
to medical ward. Died of malignant endocarditis. 

No. 3. Aged 32, M. 4.) Labours normal. Virst seen 24th week. Mitral 
disease, myocarditis. Admitted to medical ward 34th week. ‘Transferred 
for Caesarean section and sterilization at term. Recovery — satisfactory. 
Heart condition much improved. 

Heart lesions and obstetrical complications. 

No. 4. Aged 30 veurs, primigravida, first seen rath week. Aortic 
stenosis. Disproportion. Admitted six weeks before operation. Casareati 
section at term; infant nine pounds cight ounces. Three months late: 
examination, heart condition no worse. 

No. 5. Aged 39. Multipara six, first seen 14th week. Mitral stenosis, 
compensation fair, Had two previous Czesarean section operations for 
contracted pelvis. Admitted one month before Cesarean section and 
sterilization at term. Breech. Satisfactory. All the infants survived. 


MORTALITY. 
It is difficult to estimate a standard death rate in heart cases as 
so many writers vary their classification of cases. Some give five 


Journal of Obstetrics and Gynecology 


to ten per cent as a general average, others, such as Kellner in 
Vienna, give one per cent. If only advanced cases of heart injury 
are taken, the mortality will necessarily be high. Taken as a 
general standard of non-selected cases which required special 
medical treatment, the average is about one to five per cent. The 
mortality cannot be measured with accuracy if we consider only 
those deaths occurring when the patient is under the obstetrician’s 
care. A follow-up for several months or even years is the only 
true way of arriving at an estimate of deaths due to pregnancy. 
Even then it is impossible to say how far pregnancy or labour may 
be taken as a factor in the case. 


DEATH RATE IN THE OBSTETRICAL UNtr, 


Out of 200 non-selected cases of organic heart disease, five 
patients died as a result of cardiac injury. Three died in the 
obstetrical unit; two were undelivered about 30 weeks. One patient 
Gied in the medical ward, transferred after delivery. Another died 
in the infirmary, after delivery, ten days after her discharge from 
the Royal Free Hospital. Both the latter died of malignant endo- 
carditis, This gives a mortality of 2.5 per cent. The total general 
mortality of the obstetrical unit is 2.7 per 1,000. 


No. 1. Multipara, three children. Aged 28 years. Mitral stenosis. Previous 
pregnancies and labours normal. Had three attacks of bronchopneumonia 
in adult life. Heart trouble three vears previous to examination. Chroric 
cough. Sent to antenatal clinic at 28th week. Complaint—breathlessness 
and cough. Not worse since onset of pregnancy. Was adinitted to 
obstetrical ward two weeks later with acute failure and bronchopneumonia. 
Examination showed some cedema of ankles, severe dyspnoea, advanced 
mitral stenosis. Right lung fibrosed. Slight improvement on treatment. 
(Edema of lungs, progressive pneumonia. Pneumococci in sputum, no 
tubercle bacilli. Died four days after admission. 

Postmortem, Mitral valve stenosed, aortic slightly affected. Broncho- 
pneumonia and cedema of lungs; no tubercular lesions. 

Note. This patient was seen too late for any treatment to be of value. 
The X-rays, clectrocardiograph and other tests could not be carried out 
She was too ill for induction of labour to be considered. 

No. 2. Primigravida aged 28 years. Mitral stenosis. Sent to antenatal 
clinic at 22nd week. Attack of rheumatic fever and chorea at seven years. 
Rheumatic fever at 24 years. Complaining of breathlessness ; cough and 
palpitation attacks for some years, Some ankle cedema, signs of poor 
compensation. Admitted to obstetrical ward, transferred to medical ward. 
Had attacks of epistaxis and rise of temperature.  Electrocardiograph 
showed defective myocardium. Improved very much on treatment. Labour 
began at 34th week, transferred to obstetrical ward. Very breathless, 
rapid pulse rate. Kasy delivery with forceps. postpartum 
hemorrhage. Gas and oxygen used. Infant alive. Exhaustion, extreme 
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anemia. Hemoglobin 32 per cent. On sixth day attack of dyspncea, 
repeated at intervals. Died on 1oth day. 


Postmortem, Mitral stenosis, right heart enlarged, myocardium 
thickened and opaque. Chronic venous congestion. I,ungs cedematous 
and infarcted. Normal puerperal uterus. 


No. 3. Multipara one child. Aged 25. Mitral stenosis and = con- 
gestive failure. First seen at zSth week, admitted at 37th week with 
bronchitis, severe heart failure. Breech with extended legs. Version 
failed. Czesarean section and sterilization at term. Rise of temperature 
immediately after operation. Qdema oi bases of lungs: improved. On 
24th day pulmonary embolus. Transferred to medical ward later. Died 


one month later. Malignant endocarditis. No postmortem. 


No. 4. Multipara three children. Aged 32. Mitral stenosis. Previous 
pregnancies and labours normal First seen in antenatal clinic at 16 weeks. 
Had been attending another hospital for heart. When first seen she was 
pale and rather breathless. Admitted to the wards with acute pulmonary 
cedema at 22nd week. Improved with rest. Induction advised but refused 
by patient. Was discharged improved, but readmitted at 28 weeks for 
acute heart failure and pulmonary cedema. Died a few hours after 
admission. 


Postmortem, Increase of fluid in pericardial sac. Adhesions between 
pericardium and pleura. Myocardium pale, endocardium thickened in left 
auricle. Mitral valve stenosed. Hypertrophy of right ventricle. Pulmon- 
ary arteries thick walled. Atheroma. Lungs: much increase of 
perivascular fibrous tissue. There are coliections of ‘‘heart failure cells” 
in alveoli. The lungs are brown in colour, Several infarcts are present 
and the remainder of the lungs are cedematous. 


No. 5. Multipara three children. Aged 30. Mitral stenosis. Was 
adinitted for rest at 24 weeks with breathlessness and hemoptysis. Im- 
proved and was sent to a Convalescent Home from which she discharged 
herself. She was admitted to the medical wards of the Royal Free Hospital 
when 32 weeks pregnant. 

There was cedema of both lungs with fever and anemia, Transferred 
to maternity wards when 35 weeks pregnant and in labour. She was. 
delivered normally and was discharged two months later to the Infirmary 
where she subsequently died of malignant endocarditis. 


PROGNOSIS. 


General prognosis. 


Prognosis must be considered from two aspects, the immediate 
prognosis as regards life and the ultimate prognosis as regards 
permanent lowering of the cardiac reserve. The classification into 
functional groups used in our present series will be found useful 
in giving an opinion. This is, however, always an easier matter 
ina multipara than in a primigravida, and also in the later stages 
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of pregnancy. When a patient with a cardiac lesion is first seen 
the factors to be considered are :—- 


1. The analomical lesion present and its severity. 
- The functional efficiency of the heart. 

3. The previous history of (a) rheumatism; (b) any severe 
breakdown, whether occurring during a pregnancy or 
not, especially of severe or recurrent hemoptysis. 

The presence of any associated myocardial lesion as indicated 
by the eclectrocardiograph, if possible, the presence of 
arrhythmia, such as auricular fibrillation or flutter, or 
partial or complete heart block. 


1. The particular anatomical lesion tound is not of so much 
importance as the other factors. In our series, the majority of 
patients have suffered from chronic valvular disease, mostly mitral 
stenosis, with or without aortic reflux. It is true that all the deaths 
and most of the cases of severe decompensation have been in cases 
of mitral stenosis, but this is not surprising considering the over- 
whelming preponderance of these cases. The presence of cardiac 
enlargement associated with valvular disease is of importance, and, 
taken as a whole, those cases with enlargement are less satisfactory 
than those without. On the other hand the most severe degrees 
of mitral stenosis exist with no left-sided cardiac enlargement 
whatever. Cases with great enlargement and chronic adhesive 
pericarditis are always serious. The presence of auricular fibril- 
lation increases the risk. 

The association of aortic reflux with mitral stenosis appears to 
make very little difference to the ultimate prognosis. The prog- 
nosis in patients suffering from myocardial affections without 
valvular disease depends upon the severity of the condition. In 
our series there have been few cases of severe myocardial damage. 
We have had little experience of the effect of pregnancy in thyro- 
toxic conditions, there being only two mild cases in this series. 
Both of these did well. The prognosis in cases with congenital 
heart lesion depends entirely on the functional efficiency of the 
heart. Patients with very severe lesions usually do not reach adult 
life. There have not been any cases of cardiac failure due to con- 
genital defects in our present series, but the numbers of such cases 
are small and in none of them was there any degree of enlargement 
of the heart or of cyanosis. 


2. Functional efficiency of the hearl. 
This is of the utmost importance, and can be measured in 
various ways. The estimation of exercise-tolerance is often made 
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and is of help, but it is difficult to devise a quick and reliable test, 
and the results are often misleading in a nervous and excitable 

patient. By far the best method is a general estimation of the 

patient’s capacity for leading a normal life, both from the history 

and by a careful examination for the early signs of diminished 

reserve or decompensation, such as obvious breathlessness on slight 

exercise, oedema of the feet, fulness of the veins in the neck, resting 

pulse-rate and the condition of the lungs. Considerable enlarge- 

ment of the liver occurs in advanced cases only in which the serious 

condition of the patient is obvious. It is difficult: in) pregnant 

women to determine the slighter degrees of enlargement. We have 

found that estimation of the vital capacity is helpful, but this has 

only been carried out in a few cases. lts value appears to lie in 

the fact that a lowering of the vital capacity often precedes. any 

other sign of failing compensation. In patients found to belong to 
Class | and Class Il (a), the prognosis as regards life is good, 

particularly if seen for the first time late in pregnaney. When seen 

in the first few weeks, especially in primigravida, the prognosis 
should be a little more guarded, as such patients may show signs 
of decompensation in the later stages. In these patients all the 
other factors mentioned must be carefully considered the 
patient watched throughout pregnancy for any signs of failing 
compensation, 

In patients belonging to Class (6) and Class the progno. 
sis depends on the degree of insufficiency and the circumstances in 
which it has occurred. In patients who have broken down before 
the 16th week, especially when there is a previous history of failing 
compensation, the question of termination of the pregnaney has 
to be considered. In no case can a definite opinion be given until 
the effect of adequate rest and treatment has been observed and 
many of the patients in this group have gone successfully to term. 
Here again the other factors have to be taken into account. The 
prognosis as regards the ultimate damage to the heart is always 
serious, especially in multipare, since the larger number of these 
show progressively diminished reserve as the result of repeated 
pregnancies, especially when these occur in rapid succession. In 
our experience the occurrence of hemoptysis, especially when 
frequent and severe, is a very grave sign, and the question of 
terminating the pregnancy should be seriously considered in all 
such cases. 

3. Previous history. 

(a) The history of previous rheumatism, as has been pointed out 
in the analysis of cases, has some bearing on the prognosis. Other 

things being equal, the outlook is usually more serious in those 
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patients in whom there is a history of detinite and severe rheu- 
matism or chorea than those in which this is absent. 

(b) The history of previous cardiac failure. In these cases some 
symptoms of failure are almost invariably present but the cireum- 
stances in which the failure occurred must be taken into account. 
In several of our cases a considerable degree of congestive failure 
occurred during the first pregnancy, while the condition during 
the second was more or less satisfactory throughout. This is 
probably due to the fact that these patients usually attend the 
hospital earlier in pregnancy the second time, and are therefore 
more efficiently treated. 

4. Presence of myocardial damage. 

The following points are of importance :— 

1. The prognosis as regards both life and ultimate efficiency 
is always serious in patients suffering from auricular fibrillation 
and auricular flutter, also in those who have a severely damaged 
ventricular muscle with marked alteration in the form and direction 
of the T waves in leads t and 2. (Plate 7). 

2. Cases showing multiple extra systoles fall into two groups : 
(a) Those in which the premature contractions from the right ven- 
tricle are common, These occur in normal pregnancies owing to 
mechanical causes. They may, however, also be an important 
indication of a failing right heart. (b) Those in which the con- 
tractions arise in the left ventricle (Plate 8), auricle or nodal tissues. 
This usually indicates an irritable focus in the myocardium. 
Auricular and nodal extra systoles occurring in cases of mitral 
stenosis usually indicate auricular fatigue and are often the pre- 
cursors of auricular fibrillation. In one case under observation 
(Plates 4 and 5), these occurred in two succeeding pregnancies and 
in the third pregnancy auricular fibrillation occurred. 

(c) Another point of importance in mitral stenosis is the 
character of the P waves. Most of the patients show large P 
waves, indicating hypertrophied auricle. (Plate 2). In some cases 
in the later stages the amplitude of the P waves diminishes, 
indicating the onset of auricular fatigue. A tendency to increas- 
ing duration of the P.R. interval, indicating impaired conductivity 
between the auricles and ventricles, is an adverse factor in cases 
of mitral stenosis. 

One patient in the series had severe myocardial changes 
associated with mitral reflux. (Plate 7). This patient had severe 
congestive failure. Cesarean section was performed the 
eighth month. Her condition had been satisfactory in the earliest 
stages but she had been under observation before the onset 
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of pregnancy and the clectrocardiographic changes had been 
present for some time previously. 

Various special points have to be considered in connexion with 
the care and treatment of heart conditions which are associated 
with the possibility of pregnancy in the future. We, there- 
fore, have to consider the problem of: (1) marriage with 
(2) the possibility of pregnancy; the condition of the patient 
during (3) early and (4) late pregnancy; (5) the possible effect 
of labour afterwards. Also we shall, in some, have to advise 
upon the desirability or not of future pregnancies and the methods 
which should be used for the prevention of pregnancy. AI these 
questions can only be based upon a sound understanding of the 
cardiac condition and especially upon the general health of each 
individual patient. This part of the work gives most difficulty as, 
apart from the subject of pregnancy and tts possible complications, 
all cardiologists will admit that any definite: pronouncement of 
opinion as to the behaviour of a heart, especially when damage to 
its tissues has occurred, is a very dificult matter. .\ patient with 
heart disease may appear much improved in health at one examina- 
tion and within a few hours may show signs of grave import, 
even of impending death. This must always be borne in mind 
when considering the diseased heart with pregnancy and especially 
if there is a likelihood of the occurrence of any obstetrical compli- 
cation. 

We will take the various points for consideration under their 
respective headings :— 

1. Marriage. In itself marriage is not contraindicated. It is 
the question of pregnancy which is, as a rule, the only considera- 
tion. Marriage in many cases may be an advantage from. its 
economic aspect, as it may bring with it better social conditions, 
less likelihood of incurring the strain of earning a living and better 
care on the whole. As in all questions involving health in general, 
the individual must be considered and the various factors upon 
which her welfare depends. There is no doubt that disappoint- 
ment and unhappiness may have a bad effect upon a woman. The 
physician, therefore, should very carefully consider the aspects 
of the case before advising against marriage, once the position is 
thoroughly understood by the contracting partners. Marriage has 
been forbidden by one physician and later allowed by another 
without any untoward results. The physician has seldom any 
right to forbid marriage. If pregnancy is also contemplated, then 
that is a matter for further discussion. 

2. The possibility of pregnancy. Pregnancy brings health to 


28 Journal of Obstetrics and Gynecology 


most women, as motherhood is a natural function, Theretore, 
unless the damage to the heart is considerable, the patient should 
not be the worse for exercising her reproductive function. The 
physician will decide the question of pregnancy according to his 
diagnosis of the condition of the heart, the obstetrician according 
to the presence, or not, of some condition which may complicate 
labour, such as a small pelvis. If the heart is damaged the history 
of the patient must be considered, also the extent of the damage 
and the reaction to the various tests of efficiency. Will these tests 
be likely to give unfavourable results in pregnancy especially in 
the later months and at labour? With all the possible data at 
our disposal it is often difficult to give a definite prognosis with 
regard to pregnancy. If doubtful it is better to permit it. We 
have to consider the possibilities of rest and open-air exercise, also 
the assurance of skilled medical supervision, Pregnancy may be 
permitted if the heart-response to effort is good, if enlargement is 
not present and the myocardium does not show any sign of 
degenerative changes. If for several years there has not been any 
failure in function, pregnancy may be allowed. It must be forbid- 
den if there is a history of breakdown, especially recent, also it 
there is severe myocardial damage. If the patient ts old in years 
for a first pregnancy there is more risk. The renal efficiency of 
the patient is most important; also the condition of her lungs. In 
women of the hospital class household work must be considered, 
and the future addition of children to the family may entail a 
strain which is actually greater than the pregnancy itself. When 
a decision has to be made regarding a permission for a subsequent 
pregnaney the same arguments hold. The physician and obstet- 
rician having had one pregnancy and labour under observation 
are better able to judge of its effects and to decide upon the advisa- 
bility of a repetition of the strain. If the cardiac reserve breaks 
down pregnancy must not be contemplated for at least several 
vears. Each pregnancy tends to increase the strain, 

3. The effect of early pregnancy upon the damaged hear, 

In a primigravida especially, the adjustment of the balance 
between the maternal tissues and the ovum may cause some 
derangements of metabolism which may affect the heart. Morning 
sickness is an example. The treatment of the patient must be 
carried out and not that of her pregnancy alone. Treatment of 
her heart may fail and in that case it may be necessary to terminate 
her pregnancy. This is rarely necessary in primigravidee. In no 
case have we had to perform this operation in a first pregnancy. 


In multipare it is more frequently performed, Unless the 
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condition is becoming progressively worse and there is no response 
to treatment, it is better to treat the heart condition and not the 
pregnancy. The prognosis, therefore, depends upon the 
physician’s diagnosis. As a rule a pregnant patient does much 
better after the 12th or 14th week, the period of midpregnancy 
being more or less quiescent compared with the early or late 
period. 

4. The effect of lale pregnancy. 

The later weeks of pregnancy cause more strain on account of 
the mechanical factors involved. The lungs are implicated because 
of intra-abdominal pressure, There is more hepatic and renal strain 
in late pregnancy. The patient must be carefully watched and each 
symptom noted. The prognosis depends upon the results of treat- 
ment, 

5. Kffect of labour. 

The obstetrician cannot always estimate what the character of 
a labour is likely to be. This is especially the case in patients with 
heart disease as the physician also is limited by so many possibilities 
in the future. A workman can be told how much muscular exertion 
he may undergo, but we have litte idea of the amount of exertion 
which will be required for the woman in labour. Tf the heart is 
well compensated and the obstetrical conditions are normal the 
outlook is very favourable. If the opposite conditions are present, 
the prognosis is serious. Much depends upon the experience of 
the obstetrician, and the possibilities of residence in hospital or a 
nursing home, together with the administration of sedatives. The 
skill of the anzesthetist is a factor. Indeed the prognosis depends 
to a great extent upon the efficiency of the medical and nursing 
staff and the means for making the labour easy. 


ANTENATAL MANAGEMENT, 

The good results now obtained from the treatment of cardiac 
disability occurring in pregnancy are mainly due to the early exam- 
ination and accurate diagnosis of the existing condition, It is a 
mistake to advise, as some obstetricians do, that normal patients 
need not attend the antenatal clinic until the sixteenth week of 
pregnancy. Experience has proved to us that if a patient comes 
under observation as soon as she knows that conception has taken 
place, she will have a much better chance of recovery and will 
undergo less risk during labour. Unsuccessful treatment in the past 
has been partly due to inadequate supervision, Patients only too 
often come for advice towards the end of their pregnancy or even 
are seen for the first time at the beginning of labour, when there is 
no time for preventive treatment or for preparation for the strain ot 
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labour. In addition, the medical attendant has not the opportunity 
of observing the behaviour of the heart during the progress of preg- 
nancy. Constant supervision is necessary in every case. Hf the 
patient is too ill to attend the clinic at regular intervals, arrange- 
ments must be made for her admission to hospital. The preventive 
aspect of the question is of the utmost importance. It is obvious 
that antenatal supervision can be carried out only by a qualified 
medical practitioner, and that in those cases in which injury to the 
heart is diagnosed further advice by a heart specialist is necessary. 
Symptoms, however slight, should not be overlooked. Although 
much time may be spent in differentiating true cases of heart lesion 
from the many in which a definite lesion is not present, it all goes 
to ensure the safety of the expectant mothers as a whole. Tf an 
accurate diagnosis be made, much anxiety and expense will be 
saved by the abandonment of unnecessary treatment of supposed 
cases of heart disease. It is just as essential in pregnancy to be 
able to say that a heart is not damaged as that a serious condition 
of affairs is present. It is too late to begin the treatment of heart 
disease when labour is due. Aid must be given during the ante- 
natal period. All degrees of functional disturbances may be found 
ina large antenatal clinic, and it is not always an easy matter to 
sift out those who require little or no special attention, There is the 
danger that the obstetrician may overlook some serious condition 
in his zeal not to put too much work upon the cardiologist. “The 
advantage of an antenatal cardiae clinic is one that should be 
recognized by every teaching hospital. Students cannot fail to 
be impressed with the importance of this branch of antenatal work 
and added experience in general and obstetrical medicine is thus 
obtained. “Phe general condition of the patient is of great import- 
ance. “Teeth must be examined, and if any defect be discovered 
the patient must be sent to the dental clinic, About 70 per cent of 
the expectant mothers attend the dental department in the Roval 
Free Tfospital. Tt is to be noted that during the last ten years 
abortion has not occurred as the result of adequate dental treat- 
ment. 

The extent of the damage to the heart and the condition of the 
patient determine the method of treatment. Little treatment may 
be necessary for patients in Class | beyond that of following out 
the ordinary hygiene of pregnancy. Attention to the diet is of 
importance. “Phe vitamin content of the food should be considered. 
Plenty of fresh fruit and vegetables should be allowed, with fish 
and chicken. Butcher's meat should be taken once daily only, 
and in late pregnancy may be dispensed with entirely. Tinned 
foods should be avoided. Fresh butter, cereals, and ege’s in modera- 
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tion are allowed. Coffee as a beverage should be moderately res- 
tricted. Tea provides a pleasant means of supplying the amount of 
fluid necessary. Dry meals with fluid in between are beneficial. In 
more serious cases this diet has to be modified. Avoidance should 
be made of any food which causes flatulent distention of the 
intestine. In advanced cases the eppropriate invalid diet is given. 
Drastic purgation may produce abortion, as it depletes the tissues 
of too much fluid and causes exhaustion. Senna in the form of 
infusion or confection is the best laxative in pregnancy. Cascara 
sagrada in a palatable form is valuable. Liquid parafiin in small 
doses is of benefit. In all cases adequate rest must be insisted 
upon especially before and after meals. Aleohol should be 
avoided. 

Boots or shoes with low heels are advisable. In late pregnancy 
the uterus falls forward and upsets the equilibrium of the patient 
if high heels are worn, 

If the heart is compensated and there is an adequate reserve, 
exercise is necessary to keep the patient well. In more serious 
cases it should be graded according to the degree of reserve which 
is present. The patient herself is a very good guide as to the 
amount of exercise which can be taken without fatigue, but in all 
cases it must be impressed upon her to stop exertion short of breath- 
lessness. She must not be overtired. In hospital patients exercise 
may merely mean household work. Unfortunately this cannot 
always be rationed in accordance with medical advice. lt is 
necessary in any case of overwork to take the patient into hospital 
for some weeks in order to give her a complete rest. .\ rest in bed 
for a week or two, at intervals during pregnancy, is beneficial to 
these working women. In advanced cases, absolute rest in bed 
is essential, and any fatigue, such as attention to her toilet, should 
not be permitted. Towards the end of pregnancy we have found it 
of the utmost benefit to admit patients to hospital for two or more 
weeks before labour is due. In some cases this period has been 
for cight or ten weeks. The patient is not only given a thorough 
physical rest but she is also isolated from home worries, which is a 
very essential part of the treatment. Rest in bed at home, even if 
skilled medical attention is available, is of less value, since the 
patient, if she improves, may be tempted to get up at intervals and 
do her household work, and little benefit is gained. Patients must 
never be allowed to experience anxiety or fear with regard to ulti- 
mate results. This is more especially important in heart cases in 
which patients are nervous about their condition. Induction of 
abortion and premature labour are often avoided by advising abso- 
lute rest in bed. The rested heart is prepared for labour. It is a 
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matter of surprise in many serious cases how little exhaustion, or 
shock, is experienced in patients who have had this preliminary 
care, 

Drugs are seldom required in the milder cases. In more serious 
cases digitalis may be given under the physician's orders. The 
indications for its use are the same as in non-pregnant cases. In 
advanced cases treatment is carried out as in non-pregnant patients. 
The only remedies usually necessary in ambulatory cases are car- 
minatives and sedatives for the cough. It is most important to treat 
the cough in pregnant patients, Tonics may be given for general 
debility. Radiostoleum in doses of 10 minims daily is excellent 
in the treatment of any debility in pregnancy. 

Given an accurate diagnosis of the obsictrical condition and of 
the extent of the heart damage, few patients require special 
drug treatment at the out-patient clinic, Constant watching for 
the approach of any signs of decompensation is of the utmost 
Importance, 


The problem of the artificial termination of pregnancy. Induc- 
lion of abortion. 

One of the greatest problems which the obstetrician has to face 
is the decision as to when a patient should have her pregnancy 
terminated. In hospital practice a cardiologist’s advice is, as a 
rule, available. .\n exact knowledge of the heart condition must 
be obtained and consultation with the cardiologist must be held 
before any decision is taken. In private practice the problem is 
much more difficult. Owing to expense, or distance, the advice of 
a specialist may not be possible. .\n opinion can be given only 
from the clinical examination. 

lt is the experience of obstetricians, when treating cases of 
pregnancy in which some cardiac injury is present, that the 
patient, or her relatives, may urge induction of abortion, against 
the expressed opinion of the medical attendants. the 
other hand, when the operation has been decided upon, oppos- 
ition to this procedure may arise. The opposition is most 
frequently accentuated by religious objections and must be given 
ereat consideration, The patient herself is often most desirous 
of continuing her pregnancy, and her disappointment is great when 
induction has to be performed. In mild cases such as in Class I, 
the question of induction of abortion should never arise. In 
Classes I] (a) and (b), consideration should be given to the extent 
of the damage and the degree of compensation present, and also to 
the results obtained from medical treatment. Even in some of our 
cases in which interference had been decided upon the heart con- 


a 


The Damaged Heart in Obstetrical Practice 33 


dition improved and the patients went successfully to term. If the 
patient be seen early in pregnancy two points for discussion arise : 
Can the patient safely pass through the months of pregnancy ahead 
of her and withstand the exertion of labour? Is there any danger 
of increased or permanent injury to the heart if pregnancy be 
allowed to continue and labour to take place? On the physician’s 
opinion only can these questions be answered. The difficulty of 
a decision is apparent to most physicians. A good working rule 
in obstetrical practice is ‘‘When in doubt don’t interfere.’ This 
applies especially to patients with a damaged heart. It is to be 
remembered that induction of abortion does not cure a heart con- 
dition nor does it always improve it ; sometimes, indeed, it does the 
reverse. There is the disappointment to the patient with its depress- 
ing effect. There is the risk of shock, haemorrhage, and sepsis. If 
lung complications are present, a general anzesthetic is very undes- 
irable. Induction of abortion is not a substitute for medical treat- 
ment. Many of us hope that in time this operation will seldom or 
never be advised. Further knowledge of preventive medicine will 
in time diminish the number of cases of heart disease which have 
their origin in the diseases of childhood and young adult life. In 
those patients in whom induction of abortion has been thought to be 
inadvisable because of its risks, the relatives should be made aware 
of the possible dangers or of the small amount of benefit to be 
gained by its performance. As the subject of heart disease in 
pregnancy has received increasing attention in the Royal Free 
Hospital, the cases of induction of abortion have diminished in 
number, even in spite of the fact that a greater number of patients 
are now being sent from antenatal clinics for consultation and treat- 
ment. Induction of abortion is more readily advised in cases of 
multipare than in primigravide. Previous pregnancies and 
labours tend to increase the amount of heart injury. This is the 
case if the patient be over 35 years of age and the intervals between 
the pregnancies have been short. If decompensation has occurred 
in previous pregnancies the outlook is serious. The earlier the 
cardiac breakdown is observed in pregnancy the worse is the out- 
look for the patient. Women of the working class may get greater 
considerations during pregnancy from their relatives after it is 
finished. The antenatal period is often the only opportunity there 
is for efficient treatment. It is obvious that if any specific obstetri- 
cal complication be present such as toxzemia, persistent vomiting, 
or death of the ovum, induction of abortion is then considered 
from its obstetrical aspect alone. 

If the life of the patient be in danger, as in advanced cases in 
Group IT, induction of abortion has very little place until compen- 
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sation has been established. If carried out before this abortion mav 
be the last factor in bringing about an acute exacerbation of the con- 
dition or even death. We see this sometimes in cases of spon- 
taneous abortion or premature labour. Spontaneous abortion is 
infrequent in these cases, which demonstrates the fact that it is not 
a method of treatment emploved by nature. The opposite con- 
dition is found in cases of severe renal insufficiency. 

Acute septic endocarditis or embolus is one of the dangers to 
be considered when abortion or labour has been induced or when it 
has occurred spontaneously. Induction of abortion, if it is to be 
done, should be carried out as early in pregnancy as possible. After 
the 20th week the risks are almost as great as those of labour at 
term. Induction is not, however, advised because of the risks of 
labour, but because of the risks of late pregnancy. 


Method of induction of abortion. 


Rapid evacuation of the uterine contents by means of the finger, 
forceps or curette, causes shock, haemorrhage, possible injury to 
the uterus and increases the risk of sepsis and of postanzesthetic 
lung complications. The term induction should be applied to the 
slow method as it signifies the stimulation of the uterus to empty its 
contents. If a patient is so ill that it is necessary to induce abortion, 
then we should employ the easiest method possible. The slow 
method resembles spontaneous abortion and gives a lessened risk. 


An anesthetic is seldom required, the patient being narcotized 
beforehand by morphine-hyoscine. The method now employed in 
the Unit is as follows :— 

A No. 7 self-retaining rubber catheter is filled with glycerine and 
is introduced into the uterus for about three inches. If the patient 
is a primigravida some gentle dilatation of the cervix may be 
necessary by Hegar’s dilators. This is seldom required. When the 
tube is in place one or more small laminaria tents are placed in the 
cervix. The tube is attached to a glass syringe and 5 c.c. of 
glycerine are injected. The vagina is packed with bismuth gauze 
or gauze soaked in flavine solution. The tents are left in place for 
about 12 hours and the tube longer. Abortion usually takes place 
within 48 hours. The patient seems to be very little upset by the 
operation. The uterus is given time to contract slowly and the risk 
of hemorrhage is slight. 

The operation of hysterectomy is performed by some obstet- 
ricians but there is considerable risk, mainly from shock and post- 
operative pneumonia. Its only advantage is that it ensures steriliza- 
tion of the patient, 
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Induction of premature labour. 

This operation is seldom necessary in the case of heart disease 
apart from obstetrical complications. If the patient is embarrassed 
by a large uterus at term and labour does not occur it is sometimes 
advisable to bring on labour although it does not come under the 
heading of premature labour. If there is hydramnrios or undue 
distension and respiration is difficult labour may have to be pre- 

maturely induced. If induced before the 36th or 38th week the 
advantage is counteracted by the possibility of sepsis, and the birth 
of an infant which may not survive. Induction of premature labour 
is not, therefore, comparable with induction of abortion, as we feel 
that in most cases if the pregnancy is not terminated early it should 
be allowed to proceed to term. 


Method of induction of premature labour. 

Drugs may be used for induction, and they diminish the risk 
of local sepsis. Castor oil and quinine, however, may be contra- 
indicated in some cardiac cases. As a rule operative measures are 
employed by most obstetricians in these cases. These consist ot 
high puncture of the membranes, with introduction of bougies, 
bags of rubber or pig’s bladder filled with a measured quantity of 
fluid. All are successful. It must be pointed out that the sudden 
dilatation of the lower uterine segment by a hydrostatic bag may 
‘ause extreme shock in a cardiac case. The method employed in 
the Unit is the introduction of a large rubber tube, soaked in 
glycerine, between the uterine wall and ovum. This is followed by 
a gauze vaginal pack. It is left in until labour occurs, or, if delayed, 
it is taken out in 24-36 hours. If labour does not occur a smail 
rubber bag is then inserted. The bag is the surest method of 
induction in cases in which a heart lesion is not present. Czesarean 
section is not performed before term. 

We have no personal experience of forcible dilatation of the cer- 
vix by mechanical dilators, such as Bossi’s, nor of the immediate 
delivery of the foetus with the forceps. We deprecate this method 
with its subsequent lacerations, shock, and injury to the foetus, 

The results seen by one of us in Continental clinics were not 
encouraging. Version and delivery by the breech may be 
carried out but is seldom emploved except in some cases of multi- 
pare with an undue amount of adipose tissue. It is more useful 
in cases in which labour is delayed at term. 


MANAGEMENT DURING LABOUR. 
If there is any injury to the heart, labour is a risk no matter how 
well it is managed. The remarkable fact, in the experience of 
most obstetricians, is that the heart does withstand the strain 
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extremely well. Muscular effort comparable to that involved in 
labour would not be permitted to other patients who are under 
medical observation. The mistake hitherto made is to hurry up 
labour. The complications due to this are sometimes the cause of 
disaster rather than the heart condition itself. Ill-judged inter- 
ference is responsible for many complications and it is still difficult 
to impress not only upon relatives but also upon the medical 
attendant that an easy labour is not necessarily a quick’ one. 
Some practitioners are under the impression that labour must be 
hurried by operative interference and that the process must be got 
over, unmindful of the fact that it is the consequences of labour 
that matter most. 

Take a simple example: It is the practice of a number of mid- 
Wives to encourage the patient to ‘‘bear down”’ as much as possible 
in order to expedite delivery. The result is that the patient becomes 
exhausted even when normal conditions are present. The patient 
is exactly in the position of having done a hard day’s work. [n 
heart cases the effect is obvious. In cardiac cases undue voluntary 
muscular effort should be prohibited. Also during labour patients 
require to be fed and have frequent drinks, tea being one of the 
most comforting beverages. ‘There is no necessity for haste in 
the first stage of labour unless symptoms of exhaustion appear. 
There is seldom any need to turn the first into the second stage by 
forcible dilatation of the cervix. If a heart case requires such inter- 
ference it is generally an indication that treatment has been 
neglected during the pregnancy. In most cases, unless some 
obstetrical complication is present, labour is allowed to proceed 
normally. 

During the first stage sedatives are given; e.g., morphia gr. } in 
an intramuscular injection of a 50 per cent sterile solution of sul- 
phate of magnesia. This can be repeated as desired. Other sedatives, 
such as bromide of potash or scopolamine, may be given. Chloral 
is somewhat depressing in its effects in heart cases. The condition 
of the heart and pulse is carefully watched, by which means he 
effects of the uterine contractions are estimated, Digitalin or stro- 
phanthin intramuscularly may be used as emergency drugs if the 
pulse rate becomes rapid and irregular. Cardiazol or camphor may 
also be used as a rapidly acting stimulus. In patients who are 
extremely dyspnoeic and cyanosed, oxygen sometimes gives relief, 
though not always. If oedema of the lungs occurs prompt 
venesection is indicated with the administration of 1/50 gr. of 
atropine. Morphia may also be given if there is great restless- 
ness. At no time must the patient be allowed to become anxious 
about her condition. During the second stage of labour there is 
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the greater danger owing to increased muscular exertion, but the 
medical attendant has now an opportunity of terminating the labour 
with forceps if necessary. 

If there be exhaustion and it the pulse and respiration rate rise 
in frequency, delivery must be brought about. The sedatives may 
be repeated or intermittent anzesthesia employed. The best anzes- 
thetic is gas and oxygen, and ii is only in the most exceptional 
cases that the onset of cyanosis has been a deterrent to its adminis- 
tration. Oxygen has a beneficial effect upon the heart and also 
upon the foetal circulation. The apparatus now used is that of 
Mclesson, 

Gas and oxygen can be given for delivery. If deeper anzesthesia 
is required for operative procedure, chloroform or ether in addition 
can be given. Some obstetricians recommend spinal or local 
anesthesia. It is of the utmost importance that a skilled anaes- 
thetist should be employed in every case in which anesthesia is 
necessary. 

If the membranes do not rupture spontaneously it may be 
necessary to puncture the sac, Early rupture of the membranes 
should be carried out only if there be much discomfort from uterine 
distension. Lpisiotomy in the case of a primigravida may lessen 
perineal pressure. Delivery may be allowed to take its ordinary 
course if heart embarrassment is not marked. In most cases, 
lrowever, of the severer forms of heart disease it may be necessary 
to apply the forceps. Extraction should be slow and lacerations 
avoided when possible. During expulsion the uterus should be 
followed down by the hand and pressure applied to the abdomen to 
-avoid hyperemia of the other organs. During the third stage the 
uterus should not be stimulated, and the placenta should be allowed 
to follow the normal course of delivery. 

Exploration of the uterus should not be made except in the 
cases in which there is hamorrhage with retention of an adherent 
placenta. The risks of shock and possible sepsis after manual 
removal of the placenta are well recognized. It is not necessary 
to encourage uterine hemorrhage as advised by some obstet- 
ricians. Ergot may be given if the uterus fails to contract well 
after the third stage. We have found the administration of this 
drug safer than pituitrin in cases of heart disease. 

All lacerations should be stitched after delivery, The patient 
should not be moved for some hours from the labour couch. She 
should be given warm drinks and stimulants when necessary. 


What is the effect of labour upon a damaged heart? 


Uterine contractions cause a rise in the arterial and venous 
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tension. This intermittent rise of the blood pressure is a source 
of danger in cardiac cases. The greatest danger from tension is 
during the second stage, and especially during delivery. The 
sudden fall of pressure following delivery is a danger, and it is 
then that the greatest anxiety is felt. In myocardial disease, and in 
cases of mitral stenosis, the behaviour of the heart during labour 
is most difficult to calculate. The fatigue and exhaustion following 
muscular exertion weaken the heart and may cause sudden dilata- 
tion to take place. The sudden reduction of the intra-abdominal 
pressure with consequent shock to the sympathetic system may be 
followed by circulatory failure, collapse and death, This should 
be classified as obstetrical shock. Pressure on the abdomen by a 
pad and binder will help to prevent this. It should be an absolute 
rule that in all cases of aortic reflux, in which there is danger of 
sudden syncope following delivery, the patient should remain 
absolutely recumbent for some time. A firm pad and binder are 
also essential in cases of aortic reflux. 

Subcutaneous salines may be employed in patients in whom 
there has been excessive postpartum haemorrhage. Blood trans- 
fusion may be necessary if there is severe anaemia from hemoptysis, 
but there is always danger of overloading the right heart in these 
cases. The transfusion should be small in quantity and given 
slowly. It should not exceed goo c.c. Obstetrical complications 
of labour are to be treated as they are recognized. When present 
they add much to the risk of cardiac failure. 

Czesarean section is often recommended as an easy way out of 
the difficulties of labour and there is no doubt that it fills a place 
in a repertory of obstetric treatment. In cases of obstetric com- 
plications, such as a small pelvis and abnormal presentations, sts 
performance is even more necessary than in similar cases with 
normal hearts. The chief point for discussion is how many of the 
difficulties of labour are due to the heart condition? From experi- 
ence it is found that given normal obstetrical conditions the cardiac 
complications of labour are few. Indeed it would seem that labour 
im some cases has been made easier by nature herself. 

This point should be considered when advising Cesarean 
section. ‘There is no doubt that there is much to be gained by an 
operation which as a rule takes not longer than thirty minutes, as 
compared with a long first and second stage labour. The risk to 
the infant is also a consideration, The question of an anesthetic 
is about the same for both types of delivery, It has been found by 
some operators that spinal anzesthesia is beneficial in heart cases. 
We have no experience of this in such cases. Gas and oxygen ma: 
be sufficient in combination with a sedative such as morphia. 
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Another advantage of Caesarean section is that a sterilization opera- 
tion can be carried out if desired. Are there any disadvantages in 
the operation? Fatal collapse may occur for no obvious reason 
after the operation. Pulmonary embolus may ensue. There is 
the added risk of sepsis and intestinal complications from adhesions. 
It is said that there is a risk of hamorrhage. This can be avoided 
to a great extent by performing the operation after the onset of 
labour, and also by packing the uterus with gauze soaked in 
glycerine during the process of stitching. This is sufficient in 
most cases. We have never had occasion to remove the uterus for 
hemorrhage as the result of Caesarean section. Each case must be 
judged on its merits. An elderly primigravida with a presentation 
of breech with extended legs would claim consideration for Caesar- 
ean section more urgently than another patient with a similar heart 
condition, but with youth and a normal pregnancy to her credit. 

The temptation to perform Czsarean section in obstetrical 
practice is one which we all experience. It is well to consider care- 
fully in each case the possibilities of delivery by natural means. 
Since we adopted the method of operating only when labour had 
been in progress for a few hours, we have found that the employ- 
ment of the operation is limited. Many of the patients who have 
been marked as possible cases for operation have had a spontaneous 
delivery without untoward consequences. 

In severe cases, if labour is likely to be long and difficult owing 
to cervical rigidity, then Czesarean section should be performed 
without trial labour. 

For the period of ten years in the Obstetrical Unit, in no case 
has craniotomy on a living foetus been carried out. 


AFTER-CARE. 

After delivery the patient should be closely observed for some 
hours. As was mentioned in the last section, the sudden change in 
the intra-abdominal pressure is liable to cause shock and, in cases 
of aortic reflux, syncope from cerebral anzemia. Acute dilatation of 
the heart is an occasional complication, but we have not met it in the 
aresent series. In mitral stenosis the patient is usually cyanosed and 
dyspneeic. There is often bronchitis and oedema at the pulmonary 
bases for some days. Patients suffering from myocardial disease and 
free aortic reflux, also those with obstetric shock, should be kept 
lving as flat as possible for some time after delivery. Mitral cases 
with congestive failure should be propped up as soon as possible. 

If engorgement is present it may be necessary to perform 
venesection. Morphia may be given if the patient be restless. 
Coffee may be given per rectum it there be collapse. 
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Acute endocarditis may occur later, and more especially in those 
cases in which puerperal sepsis has taken place. 

The prognosis in puerperal sepsis with a damaged heart is 
exceedingly grave. If uterine sepsis is manifest, treatment by 
glycerine drainage is of benefit. Stimulation of the renal function 
by drugs may be necessary if the flow of urine is diminished. 
Pulmonary complications are most liable to occur. 


The patient requires a long period of rest in bed, and after 
returning home should be kept under the observation of a physicia. 
Lactation may not be possible owing to a deficient supply of milk 
or to extreme fatigue on the part of the patient. When possible it 
should be encouraged, as it causes better elimination for the mother, 
Fatigue can be avoided by the nurse holding the infant to the 
breast, or the mother may place it on a pillow. She should not be 
allowed to lean forwards, as this impedes her respiratory move- 
ments. If the heart condition be serious lactation is forbidden. 


The after-care of the patient is of the utmost importance. It is 
only when these patients are followed up for some time that the 
ultimate effect of pregnancy can be estimated. Deaths may not 
occur when under the care of the obstetrician but may take place 
months later. 


Prevention of Pregnancy. 

One of the difficulties in the after-care of women during the 
reproductive period of life is the question of the desirability of a 
future pregnancy. This must be left to the physician, who decides 
upon the question after an examination of the patient. Cases ot 
heart injury improve in a most remarkable way and pregnancy may 
be permitted, but, as a rule, an interval of three years at least 
should take place. 

Contraceptives can be advised, but experience shows that 
hospital patients are careless in their use or difficult to teach. Want 
of privacy in their houses limits the choice of contraceptives. In 
the cases from the Unit the patient is instructed in the use of the 
Dutch pessary, which is a rubber membrane and ring fitting into 
the vagina but not occluding or attached to the cervix. The 
condom as used by the husband is the only sure method of pre- 
vention for working-class patients. As a matter of experience, 
patients in spite of advice, return again to the clinics because of 
pregnancy, and the old question of induction of abortion may 
have to be faced anew. There arises, then, the question of 
sterilization. How is it possible to carry this out ? 

Permanent sterilization, except in advanced heart disease, is 
evidence of a pessimistic attitude towards medical treatment, Given 
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a sufficient interval between pregnancies the heart may recover its 
tone sufficiently to allow a further pregnancy to take place without 
undue risk. If sterilization has been performed the psychical 
effects may be depressing and cause mental derangements. In the 
case of hospital patients, sterilization is sometimes looked upon 
as unsexing in its effects and may occasion domestic infelicity. 
The operation for sterilization is, as a rule, that of removal of the 
Fallopian tubes. This operation when carried out for this purpose 
alone is said to be illegal, and comes under the heading of 
‘‘mutilation.”’ 

When the operation is associated with Czesarean section or other 
intra-abdominal indications the difficulty about sterilization does 
not arise. Sterilization by the vaginal route is performed by some 
obstetricians. 

The operation of sterilization in serious heart cases is not 
unaccompanied by risk, as collapse may occur from anzesthesia, or 
bronchial complications may occur. 

X-rays seem to provide the safest method of sterilization.  !f 
applied by the intensive method an assured period of immunity from 
pregnancy can be arranged. The disadvantage is that the X-rays, 
by affecting the ovarian secretion, may bring on a premature meno- 
pause. Radium also may be used for sterilization, but until its 
efects are more thoroughly known it is still in the experimental 
stage for this purpose. 


SUMMARY. 

Increased attention paid to patients during pregnancy has done 
much to diminish the number of cases of serious heart disease at 
labour. The obstetrician and the cardiologist now work much 
more in collaboration. More exact methods of diagnosis are now 
available by means of the electrocardiograph, X-rays, and blood 
pressure apparatus. Pregnancy is now looked upon as a complica- 
tion in the management of a case of heart disease. Formerly he 
pregnancy, as a rule, was considered first and treatment directed 
towards it. During pregnancy the normal heart undergoes some 
slight changes. The area of cardiac dullness is altered and the 
apex beat is displaced outward and upward. This is due mainly to 
changes in the position of the heart. The clectrocardiogram 
usually shows that there is right axis deviation in the early 
months, and marked left axis deviation in the later months of 
pregnancy. The heart resumes its normal position after delivery. 
The causes of the changes in the heart are mainly due to pressure 
on the diaphragm from the uterus. The vital capacity is dim- 
inished, The greatest restriction is about the 36th week. Systolic 
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murmurs have little significance in pregnancy, but when present 
the patient should have a thorough examination of the heart 
carried out. An antenatal cardiac clinic in a hospital is invaluable 
from the point of view of the patients and also the students. In 
the Royal Free Hospital this clinic has been established for some 
time. 

A series of cases of heart disease in pregnancy has been investi- 
gated. The cases have been classified according to their functional 
efficiency on the lines of the classification used by the American 
Heart Association. 

The majority of the patients suffered from chronic valvular 
disease of rheumatic origin. In cases belonging to Class I and 
Class II (a) the condition during pregnancy, labour, and the puer- 
perium was satisfactory, and the ultimate result was in most cases 
good, A small number of cases in this group appears to have 
suffered permanent lowering of their functional efficiency as a resuit 
of pregnancy. This is more noticeable among the multiparze than 
among primipare. There were no deaths in either of these classes. 

?atients belonging to Class I[(b) and Class Il] showed con. 
siderable disability, and 65 per cent of these cases had signs of 
congestive failure at some period during pregnancy. Those in 
Class II] were suffering from complete decompensation when firsi 
seen, The majority of patients in these two classes were multi- 
pares. Many of these patients suffered from a definite lowering of 
their cardiac efficiency as a result of pregnancy. This was most 
frequent in multiparee, especially in those with a previous history 
of cardiac failure. 

There were two cases of complete heart block, four cases 0; 
auricular fibrillation, and eight cases of hamoptysis in the series. 
There were not any cases of puerperal sepsis. Caesarean section 
was performed in five cases. Five patients died, giving a mortality 
rate of 2.5 per cent. 

The prognosis in cardiac cases is sometimes difficult, but in 
the case of pregnancy this difficulty is increased. Much depends 
upon the age of the patient, parity, social and economic conditions, 

and the absence or presence of obstetrical complications. The 
condition of the heart itself is a guide when the following points 
are considered. (1) The actual lesion present and its severity. 
(2) The functional efficiency of the heart. (3) The previous history 
of rheumatism or attacks of decompensation. The history of 
hamoptysis. (4) The presence of any associated myocardial lesion 
as indicated by the electrocardiograph, if possible the presence of 
arrhythmia, such as auricular fibrillation or flutter, or partial or 
complete heart block. 
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Consideration must be given to the question of marriage in a 
woman suffering from heart disease. Marriage in itself may improve 
her physical and social condition. It should be permitted when 
possible. Pregnancy may be permitted if there is adequate com- 
pensation and the patient is voung. If decompensation has occurred 
in an older patient pregnancy is an added risk. 

The greatest strain upon the heart is in the later weeks of 
pregnancy and during labour. The facilities for skilled obstetrical 
treatment and nursing are of the greatest importance in prognosis. 
The presence of an expert anzesthetist is advisable. 

The success of the antenatal treatment is due mainly to early 
examination and accurate diagnosis of the heart condition. Patients 
should attend an antenatal clinic as soon as they are aware of their 
pregnancy. It is too late to begin treatment just before or during 
labour. Rest in bed at varying intervals during the pregnancy is 
of benefit. Rest in bed before the onset of labour means an easy 
delivery. Attention should be paid to the diet of the patient and to 
her general hygiene. Septic teeth require attention. [Exercise is 
graded according to the condition of the heart. Drugs are seldom 
required except in the more serious cases. Induction of abortion 
should be advised only when the physician and obstetrician agree 
that the patient’s life is in danger, or that her heart is unable to 
stand the strain of late pregnancy. Induction of abortion is not 
a cure for heart discase nor is it a substitute for efficient medical 
treatment. As knowledge of heart conditions and treatment pro- 
gresses the indications for induction of abortion become diminished. 
In some serious cases the operation for the termination of tie 
pregnancy may be more of a risk than if the condition were left 
to continue. The slow method of induction by a rubber tube and 
tents is much safer than the rapid evacuation of the ovum from the 
uterus. Induction of premature labour may be necessary in some 
cases in which there is marked progressive heart failure, or in which 
pressure symptoms give rise to great discomfort, It is, however, 
seldom necessary. Caesarean section is indicated in some cases. 
Rapid dilatation of the cervix by instrumental means and extrac- 
tion of the infant is to be discouraged. During labour care must 
be taken to prevent obstetric shock. Sedatives and intermittent 
anzesthesia should be emploved. The best sedative is morphia in 
small doses. Gas and oxygen is the most suitable anaesthetic. 
Sepsis is a grave complication in the puerperium, 

The patients should be followed up for several years, if possible, 
and their cardiac condition kept under observation, Pregnancy 
should be postponed for several vears in the more serious cases 
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and only permitted when compensation has been re-established for 
some time. 


Sterilization may be necessary in some cases, but permanent 
sterilization, except in advanced heart disease, is evidence of a 
pessimistic attitude towards medical treatment. There are various 
problems attached io the use of contraceptives and the methods of 
sterilization in the case of hospital patients. 


CONCLUSIONS. 


1. The efficient treatment of heart disease complicated by 
pregnancy depends upon early antenatal examination and the co- 
operation between the obstetrician and the cardiologist. 


2. The establishment of an antenatal cardiac clinic is essential 
in an obstetric hospital. 


3. Accurate methods of diagnosis as exemplified by the electro- 
cardiograph enable the patient to receive suitable treatment. 


4. Skilled medical treatment has diminished to a considerable 
extent the indication for the artificial termination of pregnancy. 


5. Heart disease of moderate severity does not preclude success- 
ful pregnancy, provided that efficient care throughout antenatal 
period, delivery and postnatal period is exercised, The chief 
factor is rest. One must, however, bear in mind that every preg- 
nancy is a big strain on the damaged heart and that even in the 
milder cases recovery of its former functional efficiency will take 
time and, in spite of every attention, may be incomplete. 

In severer cases there is a distinct possibility of transferring . 
patient into a heart category of lower grade. It is more important 
to prevent a pregnancy taking place than to terminate it, since 
termination is only likely to be successful if performed in the early 
stages of pregnancy. Rest, diet, and general hygiene are of 
greater imfortance than drugs in the successful management of 
heart disease complicated by pregnancy, 


6. Labour should be made as easy as possible by the employ- 
ment of sedatives and intermittent anzesthesia. Delivery by 
forceps may be indicated in order to shorten the second stage in 
severe cases. 


7. Each patient should be followed up for several years after 
pregnancy. 
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ELECTROCARDIOGRAMS. 

Plate I. Normal electrocardiogram. 

Plate Il. Mitral stenosis showing marked right preponderance large P 
waves in lead 2. P.R. interval=o.2 sec, P, is larger than T,. 

Plate III. Case of complete heart block. 

Plate IV. Mitral stenosis with nodal extra systoles. 

Plate V. The same case as Plate 4, six months later, with auricular 
fibrillation. 

Plate VI. Complete heart block and left bundle branch block of 
congenital origin. 

Plate VII. Mitral reflux with severe myocardial damage and early 
changes in right bundle branch. 

Plate VIII. Toxic myocarditis with premature contractions arising from 
the left ventricle alternating with each normal beat. 


NOTE ON ELECTROCARDIOGRAPH. 


Prate LX. 


Electrical variations produced during contraction of the heart are led 
off from the surfaces of the arms and legs and recorded by means of a 
string galvanometer. Three leads are employed : 


Tead I .. «. Right arm and left arm 
Lead II .. .. Right arm and left leg. 
Tead III... .... arm and left leg. 


The F. wave represents the passage of the excitation process over the 
auricles, and its extent is a guide to the functional activity of the auricular 
muscle.. 

Q.R.S.T. is the ventricular complex and the interval between the be- 
ginning of the P. wave and the beginning of the R. or P-R interval is the 
conduction time in the bundle of His and should not exceed 0.2 of a second. 
Q.R.S. represents the spread of the excitation process through the ventricle. 
The average duration is 0.43 seconds. 

The exact significance of the T. waves is not known for certain, but 
this wave is usually taken definitely to be related to the functional state 
of the base of the ventricles and abnormalities in amplitude, direction and 
duration occur when the heart is damaged. 


Obstructive Inflammatory Lesions of the Uterus. 
By Dante, Doves, M.C., M.D., Ch.B. (Vic.), F.C.0.G. 


Professor of Obstetrics and Gynecology, University of Manches- 
ter; Hon. Assist. Gynecological Surgeon, Royal Infirmary. 


IN 1922 Miles Phillips’ read an important paper before the North 

of England Gynecological Society on the ‘* Gynzecological 
Sequelae of Genital Tuberculosis of Childhood,’’ and set out to 
prove that certain gynecological complaints such as primary 
amenorrhoea, dysmenorrhoea, dyspareunia, and _ sterility, might 
occasionally be the result of damage done to the genital organs by 
tuberculosis occurring during childhood before the organs were 
fully developed. 

The present communication is based upon a careful investiga- 
tion of ten cases, all but one of which have occurred in my own 
practice (the tenth case was under the care of the late Sir William 
Sinclair, and the specimen and clinical notes are in the Gyne- 
cological Museum in Manchester), and, though not exclusively 
concerned with tuberculous infection, is intended to direct further 
attention to this problem by showing that suppression or retention 
of the menses may follow obliterative or atresic inflammatory 
lesions of the genital canal. 

Gynatresia, or closure of some part of the genital tract, is 
usually described as being either cengenital or acquired, but, as 
some authorities believe that even the so-called congenital cases 
are due to infection and inflammation, it is better to adopt Burrows’ 
classification and term them primary and secondary respectively. 

Primary yynatresia is due to faulty development of the Mul- 
lerian ducts or cords and may occur either before or after they 
have completely united. Most vaginal atresias producing primary 
amenorrhoea were formerly regarded as congenital and entirely 
due to an error of development, but Nagel’ strongly contested 
this view and insisted that all were acquired and caused by ad- 
hesions of opposing mucous. surfaces, the epithelial covering 
having been lost as a result of infantile or even foetal inflammation. 
Nagel was also strongly of opinion that any obstruction below the 
normal uterus, Fallopian tubes, and ovaries, must be acquired, 
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Presumably he would exclude those rare cases of true imperforate 
hymen, if it be allowed that the latter is developed from the an- 
terior part of the cloacal membrane, as suggested by Blair Bell. 

Secondary gynatresia follows injury or inflammation which 
may possibly occur during foetal life, during infancy and child- 
hood, or later. 

Assuming that infection and inflammation do play an impor- 
tant part in producing these atresias of the genital tract, it is of 
interest to determine, if one can, what particular organisms are 
responsible and at what period of life they exert their influence. 

The importance of the tubercle bacillus has been stressed by 
Miles Phillips, and this organism will be found to play a promin- 
ent part in the cases presently to be described. 

The acute exanthemata, especially scarlet fever and diphtheria, 
are probably more often responsible for gynatresia than is gener- 
ally supposed. Severe gonococcal vulvo-vaginitis may have a 
similar result. 

Foetal inflammation has already been referred to and must be 
regarded as a possibility, though opinion is sharply divided on the 
subject and Robert Meyer*® has pointed out that so far no one has 
seen the foetal inflammation or proved that an atresia has resulted 
from it in a new-born child. 


Inflammation during infancy and childhood certainly does 
occur, and if severe and associated with ulceration may produce 
atresia of the genital tract. 

Infections occurring after puberty do not concern us here as 
primary amenorrhoea was a symptom in all the cases to be des- 
cribed, but it will be remembered that severe puerperal inflamma- 
tion and senile septic infection of the genital tract may and do 
occur during later life. 

Another interesting question is the latency of some of these 
infantile infections. Having damaged the genital tract they may 
subside and not produce any further symptoms, until the pelvic 
congestion incident to puberty or married life causes a flare-up 
and the patient becomes so ill that she has to seek medical advice. 


With these remarks on gynatresia in general | pass on to a 
description of my own cases. It will be noted that in every one of 
them two factors are present—a mechanical factor (atresia) and an 
inflammatory one. As the menses had never made their appear- 
ance, one or both factors must have been present at puberty, and 
the presumption is either that both were acquired during child- 
hood, or that one, the atresia, was congenital, and the other, the 
inflammation, acquired at a later date. My own opinion is that 
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the first explanation is the correct one and that the atresia is part 
and parcel of the inflammatory process. 

The series of cases may be conveniently divided into three 
groups as follows : 

Group A. Uterine cavity obliterated. 

Group B. Uterine cavity filled with mucus or caseous 
material. (Hydrometra or pyometra.) 

Group C. Uterine cavity filled with blood (Hzematometra). 


Group A. Complete obliteration of the uterine cavily. 

Case 1. Miss O., aged 21 years. Had abdominal pain when aged 14 
and has never menstruated, No history of tuberculosis and has apparently 
been in quite good health, her only symptom being absence of menstru- 
ation. Examination revealed adherent appendages with a calcareous mass 
in the position of the right ovary. The uterus and appendages were 
removed, the latter being adherent and largely disorganized, and the 
whole of the pelvic organs buried in adhesions. 

On examination of the specimen the uterine cavity was found obliterated 
and its upper part occupied by a calcareous mass. The Fallopian tubes 
were thickened, in parts cystic, and the ovaries contained follicular cysts 
and corpora lutea. Histological evidence of tubercle was found in both 
uterus and Fallopian tubes. The cervix uteri was normal, the disease 
stopping short at the internal os. Recovery was uneventful. In perfect 
health seven years after operation. 

Case 2. Mrs. R., aged 41 years. Married 18 years. Amenorrheea till 
aged 25 and afterwards a haemorrhagic discharge on four occasions. No 
history of disease during childhood. Complains of backache of three years 
duration, also of tenderness and enlargement of the breasts occurring at 
monthly intervals. On examination the uterus and appendages were found 
to be adherent and a radical operation was therefore carried out. The 
uterus was of infantile shape, and the cavity of the body was completely 
obliterated, all trace of endometrium having disappeared. The cornua 
were cystic and the appendages adherent, the right ovary being drawn out 
into a long strand and adherent to the rectum. Both ovaries contained 
follicular cysts and were evidently capable of ovulation. The cervix uteri 
was normal. The slight discharges of blood in this case probably ,came 
from the cervix. 

On histological examination evidence of tubercle was not found, but 
there was much fibrosis in the uterine wall and in the cornua, an appear- 
ance distinguishable from endometrioma. Glands were absent in the 
body of the uterus but those in its neck were of normal appearance and 
actively secreting. Recovery was uneventful. 

Case 3. Miss E., aged 19. Single. Occasional stains since the age of 
14, but no proper menstruation, Complains of severe pain occurring at 
monthly intervals, but reaching its greatest severity every third month. 
The pain is griping in character and felt over the lower abdomen; there 
is also a considerable amount of backache. Gives a history of consumption 
of the bowels when two years of age. On examination the uterus was found 
retroverted and adherent and a cystic swelling was present on the right 
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side. A diagnosis of hamatometra or old tuberculosis, or both, was made, 
and the uterus afterwards removed along with the appendages by sub- 
total hysterectomy. There were many adhesions in the pelvis, particularly 
betwen the uterus and the rectum. ‘The uterus itself was of infantile shape 
anc the right Fallopian tube was distended and cystic. 

Examination of the specimens removed showed obliteration of the upper 
part of the uterine cavity, with hzematosalpinx on the right side. The left 
Fallopian tube showed interstitial salpingitis. The distance from the ex- 
ternal os to the point of obstruction as measured by a sound was 1'% inches. 
There was histological evidence of tubercle present in the uterus and 
Fallopian tubes. 

Recovery was uneventful, and she was in good health three years alter 
operation. 


Group B. Hvydrometra and pyometra. 

Case 1. Miss X., aged 19. No menstruation but for the last vear has 
had severe monthly headaches lasting three days. Well developed and of 
healthy appearance and no history of tuberculosis, the only illnesses of 
childhood having been scarlet fever and measles. Examination revealed 
a firm mass in the lower abdomen about the size of a foetal head, also 
complete absence of the vagina, A cribriform hymen was present, how- 
ever, overlying a smooth skin surface. A heematometra was diagnosed, 
and an attempt made to reach the tumour from below failed, as the bladder 
and rectum appeared to be adherent above a point about an inch from the 
hymen, The abdomen was therefore opened and a dumb-bell shaped uterus 
distended with fluid was removed. 

On being incised the uterus was found to contain two cavities, both filled 
with thick tenacious mucus loaded with cholesterin crystals. The lower 
cavity comprised two-thirds of the whole organ and communicated with 
the upper by a small circular opening one-third of an inch in diameter. 
The lower cavity represented the distended neck and the upper the body of 
the uterus, and their relative size indicated that the uterus had not 
developed beyond the infantile stage. Koth appendages were densely 
adherent, contained calcareous nodules and were largely disorganized. 
There were many calcareous glands present at the ileo-caecal junction. 
The ovaries contained follicles and corpora lutea and were therefore 
functional, Histological evidence of tubercle was not present, but evidently 
a severe inflammatory lesion, probably tuberculous, had oceurred during 
childhood. Recovery was uneventful. 

Case. 2. Mrs. W., aged 24: married four months. Menstruation com- 
menced at 21, but since there have been only two shows, one three years 
and the other six months ago. Gives a history of pneumonia when aged 
ig years. Complains chiefly of dyspareunia, but also has intermittent pain 
in the right lower abdomen and backache. 

On examination the uterus was enlarged and globular and the appen- 
dages adherent and cystic. The uterus and appendages were removed. 
There were no abdominal adhesions except between the rectum and back 
of the uterus. A solid nodule was present at the inner end of the left 
ovarian ligament. 

The uterus itself was enlarged and cystic and on section was found to 
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contain caseous material. The cervix was normal. Sections of the uterus 
showed definite evidence of tubercle. Recovery was uneventful. 


Group C. Hematometra. 

Case 1. Mrs. k., aged 37, married seven years. Frimary amenorrhoea 
until marriage at the age of 30 and afterwards a little bleeding every five 
or six weeks and lasting about a day. Has suffered much from headaches. 
No pregnancies. General health always poor and has been much in the 
cdoctor’s hands. Was an in-patient in the Royal Manchester Children’s 
Hospital for a month during childhood. Has suffered from chronic 
bronchitis, but repeated examinations of the sputum for tubercle bacilli 
have always been negative. When I saw her first she complained ot 
severe griping pains in the lower abdomen and extending into the vagina, 
and these had been present for two years. She looked somewhat pale and 
thin and was evidently in a poor state of health. On examination a tense 
abdominal swelling was found reaching midway to the umbilicus, and per 
vaginam this was recognized as an enlarged cystic uterus. The appendages 
were cystic and adherent. She was cperated upon under spinal anesthesia 
on account of her bronchitis. On opening the abdomen the uterus was 
found enlarged to about the size of a four months’ pregnancy and felt 
cystic. Both appendages were densely adherent to the back of the broad 
ligament. ‘There were not any general adhesions about the lower abdomen. 
The uterus and appendages were removed totally and recovery was 
uneventful. 

The uterus measured five inches, by three inches, by three and three- 
quarter inches and contained a large single cavity with walls varying in 
thickness from half to one eighth of an inch. Through an opening about 
one eighth of an inch in diameter the cavity communicated with the left 
Fallopian tube, which was distended with blood. There was not any com- 
munication between the cavity and the right Fallopian tube, and the latter 
was solid as a result of interstitial salpingitis, the condition resembling 
one of salpingitis isthmica nodosa. The cervical canal was blind at its 
upper end and measured two and a half inches in length. The vaginal 
cervix was well formed with a single central os. 

Microscopical examination showed the uterine cavity to be lined by 
columnar epithelium lying upon a thin laver of compressed endometrial 
stroma. The uterine cornua presented a histological appearance indis- 
tinguishable from endometrioma. There was also definite histological 
evidence of tubercle, particularly in the cornua, There were any 
glands in the uterine cavity, but these in the cervix were numerous and 
actively secreting. Patient alive and in good health at the present time 
(Four years after operation). 

Case 2. Mrs. K., aged 31. Marricd two Has never menstruated. 
No pregnancies. Her father and two sisters dicd of phthisis. She herself 
had consumption of the bowels when a baby, catarrh of the stomach at the 
age of seven, and when 12 years of age was acutely ill with abdominal pains 
and swellings. Complains of pericdic attacks ¢f pain occurring at monthly 
intervals and situated in the lower abdomen, the pain being bearing down 
in character and present for mere than ten years. Looks thin and pale. 
Vaginal examination revealed a darge, hard, and globular uterus, with 
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limited mobility and adherent appendages. The uterus and appendages 
were removed totally. The pelvis was found shut off by intestinal adhesions 
and the peritoneal surfaces were studded with tubercles. The uterus was 
enlarged to the size of a two months’ pregnancy and felt cystic. Both 
appendages were densely adherent. The uterine cornua were prominent 
and presented an appearance typical of salpingitis isthnica nodosa, 

The body of the uterus contained two cavities filled in the recent state 
with tarry blood. Each cavity communicated with the corresponding 
Fallopian tube but the inner portions only of the latter were pervious. 
The ovaries were cystic and contained corpora lutea. 

On microscopic examination the uterine cavities were found to be lined by 
columnar or flattened epithelium overlying a thin layer of stroma. Glands 
were not present. The cornua showed definite histological evidence of 
tubercle. Recovery uneventful and still well three and a half years after 
the operation. 

Case 3. Miss S., aged 22 single. Primary amenorrhcea. One sister 
has phthisis but is supposed to have contracted it from her husband. 
Nothing of note in the previous medical history. Complains of pain in 
the hypogastrium occurring at monthly intervals, and is quite definite 
that these pains have only been present fer four months, previous to which 
date she was perfectly well. On examination the uterus was found en- 
larged and cystic and a diagnosis of hamatometra was made. While 
waiting for admission the patient had a particularly severe attack of pain 
in the right lower abdomen and was admitted to a local hospital on the 
diagnosis of acute appendicitis. The abdomen was opened and the appendix 
and right ovary were removed. Two months later the pain recurred with 
even greater severity and I took the patient into hospital under my care. 
Subtotal hysterectomy with the removal of the left (remaining) appendage 
was performed. There were not any general abdominal adhesions. The 
utertts was moderately enlarged, especially at the right cornu where it felt 
cystic, and the left appendage was firmly fixed behind the uterus, The 
bladder was adherent high in front of the uterus. 

Examination of the specimens showed the uterus to be asyimmetrical, 
the right half being considerably larger than the left. Here again the 
hody of the uterus contained two cavities, that on the right Side being 
oval in shape, ridged on its inner surface, and filled in the recent state 
with blood. ‘The cavity was much smaller and contained caseous 
material, Both appendages were adherent, evstic and largely disorganized, 
hut corpora lutea were visible in the ovaries. 

On microscopic examination the wall cf the hematometra was found to 
be lined by a thin layer of endometrium containing glands, and there was a 
certain amount of inflaminatory reaction in the muscle wall, The pyometra 
was also lined by endometrium, but here there was much round-celled infil- 
tration and giant cells were also present. Both Fallopian tubes showed inter- 
stitial salpingitis. The cervix was of normal appearance and contained well- 
formed, actively-secreting glands. ‘The patient made an excellent recovery 
and is in perfect health at the present time, three and a half vears after 
operation, 

Case 4. Miss H., aged qo, single. Primary amenorrhaa. When seven 
years of age had tuberculous elands removed from the neck. Has com- 
jlained of monthly headaches, Was admitted to a medical ward the 


52 Journal of Obstetrics and Gynecology 


Royal intirmary with indefinite symptoms suggestive of infection of the 
urinary tract. Has complained of backache and a sharp lower abdominal 
pain every month for twenty years, the pain being located mostly in the 
right iliac fossa and relieved by defcecation and by hot applications. As 
the urinary findings were indefinite I was asked to see her, and on examina- 
tion found an enlarged cystic uterus with adherent appendages. She was 
transferred to the Gynecological Ward, and I later performed a radical 
operation. The uterus was enlarged to the size of a six weeks’ pregnancy 
and the fundus was globular and cystic. The ovaries were also cystic and 
the Fallopian tubes disorganized with several calcareous nodules adherent 
to them. The bladder was adherent high in front of the uterus. Since 
the operation the patient has developed a swelling over the dorsal spine 
and there is no doubt that she has a tuberculous lesion of the vertebree. 

The uterus was of adult shape and on section was found to contain a 
cavity filled with tarry blood. The uterine walls were thick and the right 
cornu cystic, with much biood infiltration into the tissues around the inter- 
stitial part of the Fallopian tube. The appendages were thickened, the 
Fallopian tubes showing interstitial salpingitis and the ovaries being 
adherent and cystic, and containing corpora lutea. 

On histological examination evidence of tubercle was not found. The 
uterine wall was very fibrotic and the cavity was lined by a thin layer of 
endometrium with much blood extravasated into it. Recovery was 
uneventful. 

Case 5. Miss X., aged 33. Primary amenorrhcea. Complains of severe 
left-sided pain which comes on at monthly intervals and lasts three to 
seven days. This has troubled her for eight years. Uterus and appendages 
were remoyed by subtotal hysterectomy and recovery was uneventful. 

The uterus was found enlarged with thickened walls and the cavity was 
distended with retained menstrual blood. At the lower part of the cavity 
was a caseous nodule and the cervical canal appeared to be absent at that 
point. Both appendages were adherent to the back of the uterus, but there 
was no histological evidence of tubercle. The right ovary contained a 
large blood cyst and the left ovary a corpus Inteum and several corpora 
albicantia. 


The factors, inflammation and atresia, present throughout the 
series may now be analysed. 

In six of the specimens there was definite histological evidence 
of tuberculosis, but this was absent in the remaining four, 
although the fibrotic character of the lesions and the presence of 
calcareous nodules strongly pointed to a tuberculous origin. The 
parts most commonly affected were the Fallopian tubes and uterine 
cornua, but in several the body of the uterus was also affected. 
The neck of the uterus was always healthy, and this point has been 
noted by previous authors. Although infective discharges may 
constantly pour through the cervical canal, it is very rare for the 
cervix to be infected with tubercle. 

In four cases there was a history of serious illness during child- 
hood or adolescence, and in three of these the disease appears to 
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have been of a tuberculous nature. In two cases one or more 
members of the patient’s family suffered from phthisis. Many ot 
the patients no doubt suffered from the ordinary infectious diseases 
of childhood, but information on this point is incomplete. 

Assuming that an infection, perhaps latent, had been present 
since childhood, the possible lighting up as a result of menstrua- 
tion or of marriage would explain the short period during which 
many of these patients complained of symptoms not directly 
attributable to retained menses or other secretions. 

As regards the second factor, atresia, the cavity of the body of 
the uterus was obliterated in three cases. In six cases the cavity 
was distended with caseous material or blood, the atresia being 
at the level of the internal os. In two of these cases there were 
two distinct cavities in the body of the uterus, but | regard this 
curious anomaly as due to partial obliterative endometritis and not 
to any error of development. In one case the cavities of the body 
and the neck of the uterus were filled with mucus and the whole 
vagina was atresic. When | first: published this case’ | was of 
opinion that the vagina was absent as a result of a developmental 
abnormality, but now, as the result of further experience, | regard 
it as one of the results of the infective process. Absence of the 
vagina as a developmental abnormality is not uncommon, but is 
usually associated with a rudimentary condition of the uterus. 

Congenital atresia of the cervix is almost unknown except in 
the case of double uteri. Obliteration of the uterine cavity is 
theoretically possible as a developmental abnormality but must 
be extremely rare; when associated with obvious inflammatory 
lesions of the appendages and with fibrotic changes in the uterine 
niuscle it is reasonable to suppose that it results from infection. 

The weight of evidence then appears to be in favour of the 
atresia and the inflammatory lesion both having a common origin, 
and this is to be found in one or other of the infective diseases so 
common during infancy and childhood. 

Hypoplasia or aplasia of the genital organs has been advanced 
as a predisposing factor in the occurrence of tuberculous infec- 
tion, but there is no evidence in my series of cases to support this. 
The only cases in which the uterus was infantile in shape were the 
three in which the uterine cavity was obliterated and a fourth in 
which the cavity of both cervix and body was filled with mucus 
and the atresia was present in the vagina. 

It is much more likely, as Miles Phillips suggests, that the 
presence of the inflammatory process prevented the full develop- 
ment of the uicrus, 
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CONCLUSIONS. 

‘Tuberculosis, or some other acute infection of childhood, may 
produce atresia of part of the genital canal, and the result as 
regards disturbance of function will depend upon the site of the 
obstruction. 

In tubercle, the Fallopian tubes and uterine cornua are the 
commonest parts affected, and their canals may either become 
completely obliterated or filled with pus or blood. 

If the cavity of the uterus be obliterated, retained secretions or 
blood may be found in the Fallopian tubes, but if the atresia is at 
the Jevel of the internal os there will usually be hamatometra or 
pyometra. When the obstruction is below the level of the cervix, 
hydrometra will be an additional possibilitv. the case ot 
hvdrometra just described, the source of the mucus was the cervi- 
cal glands, and the excessive quantity may have been due to 
increased secretion as a result of the acute pelvic congestion 
associated with the original infective lesion. Miles Phillips has 
also reported a hydrometra associated with tuberculosis, the uterus 
being distended to the size of a seven months’ pregnancy. 

It is impossible to do more than guess at the sequence of 
cvents in these interesting cases of infection and atresia, and this 
is largely due to the fact that, as gynecologists, we know so little 
about the effects of infantile diseases upon the genital organs. 
We ought, for instance, to know something about the frequency 
of vaginal discharge in diseases such as scarlet fever and diph- 
theria, and be able to follow these cases to puberty, when it would 
be possible to determine the extent of the damage done to the 
uterus and appendages. 


It would be an advantage to have a closer liaison with the 
hospitals tor Children’s and Infectious Diseases and so ensure 
that such cases are kept under observation until the effects, if 
eny, on reproductive life have been determined. This policy 
would apply not only to serious lesions such as | have described, 
but also to those less severe cases in which nothing more serious 
results than a sealing up of the Fallopian tubes or some adhesions 
about the uterus or appendages. 
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BIG. 
Sagittal section of uterus removed in Case A.2. 
The cavity of the body of the uterus is obliterated, the whole uterus 
being of infantile shape. 


Uterus and appendages removed Case 
The uterus has been opencd mesially to show the Taree cavity tilled in 
the recent state with retamed menstrual blood. the left hall of the uterus 
the opening into the distended Fallopian tube cam be seen, 
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and appendaves removed Case 
The vagina was completely absent. The uterus was distended 
thick mucus loaded woth cholestertn ervstals, 
The two cavitics in the uterus are those of the cervix and body, 
~pootively, their relative size beine as found in the infantile uterus. 
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Fic. 4. 


Utorus end appendages removed in Case C.2. 
The uterus has heen divided mesially to show the larger of the twe 
cavities into which it has been divided by the inflammatory process. 
Note the thick uterine walls and the densely adherent appendages. 


Uterus and appendages remoyeod im Case 3. 

The uterus has been divided mesially to show the larger of the two 
cavities into which it had been divided and which in the recent state woes 
fed by retamned menstrual blood, 

The onlarged evstic and adherent lett appendage is alse shown, 
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Pig. 6, 
diagrammatic representation of the urangement of the 
Cases Cur, 2, and 3 
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Torsion of the Pregnant Uterus. 


By A. LEYLAND Rosinson, M.D. (Lond.), F.R.C.S. (Eng.), 
F.C.O.G., and 
H. Murte, M.D., Ch.B., M.Se. (Liverpool). 


PRIMARY torsion of the pregnant uterus is one of the rarest and 
most dangerous accidents in obstetrics. 

Careful search has revealed a good many papers in the German 
and French literature, but we have been unable to find more than 
a few isolated references to this subject in the English and 
American journals. Some of the German contributions give a 
comprehensive account of the various aspects of uterine torsion 
(notably the papers of Olow! and Remprecht*), but most of the 
English authors restrict themselves to a description of individual 
cases, and so far as we are aware no complete account of this con- 
dition has recently appeared in the English language. 

For these reasons we have combined the clinical record of a new 
and classical example with an analysis of previously recorded cases 
and a general review of the subject and its literature. 


INTRODUCTION. 

Torsion of the pregnant uterus is so rare in women that most 
textbooks of midwifery are silent on this subject. In cattle, how- 
ever, it iS a common occurrence, and Fleming,*® in his ‘* Veterinary 
Obstetrics,’ devotes no less than eighteen pages to the diagnosis 
and treatment of this complication of bovine labour. 

It has been known to veterinarians since the vear 1662, when it 
was first described by an Halian, Hippiaper Columbi,'! but the tirst 
authoritative account did not appear until Boutrolle’ published 
his work in ‘Le Parfait Bouvier” in 17753 since then it has aroused 
much discussion and acquired an enormous literature. 

The honour of priority in British veterinary obstetrics belongs 


to Carlyle,’ who described a case under the title ot 
“Caesarean Operation,” 


Although the treatment advocated by the veterinarian (vigorous 
rolling of the animal from side to side) has no parallel in human 
therapeutics, the main features of torsion are shared by the human 
and bovine female, and there is much to be learnt from the clinical 
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and wtiological manifestations of this accident in the lower animals. 
Torsion of the human uterus was first recorded by Virchow? in 
1863, his specimen, like our own, being discovered at a  post- 


mortem examination, The great majority of cases that have been 
reported since that date have occurred in non-pregnant women, 
the subjects of fibroids or ovarian cysts; indeed, so close is the 
relation between torsion and tumours that some observers have 
thought the one to be impossible without the other. Barozzi* in 
1904 made the statement, ‘'No tumour, no torsion,’’ but this is a 
half-truth, the inaccuracy of which is exposed by those cases 
(admittedly rare, but unquestionably authentic) in which an abnor- 
mal type of pregnant, but tumourless, uterus has been affected. 

It has even been claimed that the normal uterus may undergo 
torsion during pregnancy, but these claims must be accepted with 
reserve because, as we shall show later, such uteri may be normal 
in so far as tumours are concerned but abnormal in some other 
less obvious direction. This important point may be expressed by 
a personal modification of Barozzi’s formula: **No uterine abnor- 
mality, no torsion.”’ 


It must be made clear, too, that in the presence of tumours, 
whether the uterus is pregnant or not, there are two distinct types ; 
primary and secondary. In the first type torsion begins in the 
pedicle of a fibroid and is transmitted later to the axis of the uterus 
proper, which then undergoes a certain amount of subsidiary 
rotation; here the displacement of the uterus is secondary and has 
little significance in comparison with the symptoms that arise from 
disturbance of the tumour, .\n interesting account of this type 
is given by Lepage and Muchotte,’? with details of six cases. 

The second type is much less common than the first; here the 
tumour is sessile or, if pedunculated, has no twist of its pedicle ; 
movements of rotation begin in the axis of the uterus itself and 
produce a train of symptoms that are primarily due to torsion of 
that organ. The rarity of primary torsion, especially of that select 
type in which there is no tumour, has been noted by every writer 
who has contributed to this subject. Olow, in 1gio, could find six 
cases only in which torsion had occurred in a pregnant uterus 
which did not contain a fibroid, and few additional cases have been 
reported since. 

There are, therefore, several varieties of torsion, and some 
simple classification, such as the following, must be adopted before 
the scope of any contribution can be clearly detined : 


Primary. (Torsion begins in axis of uterus): Pregnant uterus : 
1, Normal uterus (doubtful). 2. Abnormal uterus without tumour. 
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3. Abnormal uterus with tumour. Non-pregnant uterus: 1, Ab- 
normal uterus with tumour. 

Secondary. (Torsion begins outside axis of uterus): Pregnant 
and non-pregnant uterus: 4. Abnormal uterus with or without 
tumour, 


In this paper we are chiefly concerned with the primary type 
affecting the pregnant uterus, and we shall limit our description of 
the remaining varieties to those features that have a bearing on our 
principal subject. Torsion of the uterus or adnexa of these organs 
may affect portions only, and scarcely any clement of the internal 
generative organs appears to be free from this tendency ; cases have 
been recorded affecting the normal Fallopian tube,!": '* pregnant 
and non-pregnant, the normal ovary,'” fimbrial cvst,'! hydatid of 
Morgagni,'* and hydrosalpinx.'® 

The German writers, with their passion for detail, have paid: 
great deal of attention to nomenclature, and some confusion has 
arisen from the employment of such terms as axial twisting, 
rotation, lateral flexion and torsion, by IKustner,'’ Franz'* and 
others, to denote distinctions of rotatory movement. 

It is doubtful whether such differentiation would be useful even 
if it were convincing, but we consider it is not only unnecessary, 
but misleading, for lateral flexion denotes a movement that has no 
element of rotation in it, and this expression ought to be dropped 
altogether so far as torsion is concerned. In our opinion the 
remaining terms denote the same type of movement and they should 
be regarded as synonymous. 

Two other sources of error demand attention, Care must be 
taken to avoid being misled by mere distortion of shape; fibroids 
may displace the attachments of the round and broad ligaments 
in such a way that the resulting deformity simulates the appear- 
ance of torsion; a closer examination will obviate this error by 
revealing the true state of aflairs, There is also the serious mistake 
of forgetting that a certain amount of rotation and obliquity ts a 
congenital and physiological feature of the normal uterus; it is 
most obvious during pregnancy, which exaggerates the amount of 
deviation and may increase it during the later months, when 
three-quarters of the uterus, according to Kustner, lies in the right 
half of the abdomen. Generally the rotation ts towards the right, 
but in 20 per cent of women the uterus turns in the opposite 
direction (Whitridge Williams"), There can be no doubt that on 
many occasions this simple congenital rotation has been mistaken 
for an acquired lesion and published as an example of torsion 


(Lohlein*’), 
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CLINICAL DESCRIPTION OF AUTHORS’ CASE, 

The patient was a married woman, 30 vears of age, a primi- 
gravida, and approximately 33 weeks pregnant, The menstrual 
evele had been normal before conception and the previous medical 
history threw no light on the present illness. The patient's 
general health immediately antecedent to the onset of the present 
symptoms had been excellent and the course of the pregnancy en- 
tirely uneventful. Suddenly, on May 3rd, ig28, when getting up 
in the morning, the patient was siezed with violent abdominal 
pain accompanied by vomiting and diarrhoea, and these symptoms 
were soon followed by signs of serious collapse. When seen at 
4 p.m., she was found to be almost pulseless with pale and sunken 
facies; her tongue was moist and fairly clean, but her skin cold 
and clammy, and the temperature subnormal. She was greatly 
distressed by coastant retching, she was restless, and complained 
of acute pain in the abdomen. 

Examination showed the presence of an enlarged uterus corres- 
ponding in size to the eighth month of pregnancy ; its consistence 
differed from the normal in being hard an tense but not wooden 
in character. There was a slight general tenderness and an area of 
extreme tenderness in the right lower quadrant, where a vague 
paintul lump could be felt. The foetal heart could not be heard, 
and although the foetal parts were discernible, they were greatly 
obscured by the painful tension of the uterine muscle. Palpation 
was further hampered by the distress and grave collapse of the 
patient, but it was noted, as an unusual feature, that the areas of 
tenderness and tenseness were not uniformly distributed over the 
surface of the uterus. .\part from these signs, nothing abnormal 
could be detected in the abdomen, there was not any distension 
of bowel or rigidity of the abdominal wall, except over those areas 
corresponding: to the underlying uterus. 

On vaginal examination, the os was found to be patulous, but 
there was not any blood on the examining finger or evidence of 
spontaneous uterine hamorrhage. The internal os appeared to be 
closed and the placenta could not be felt in the canal nor in the for- 
nieces; the presenting part was not determined with certainty, but 
this difficulty was attributed to the presence of concealed blood and 
further investigation was not considered to be advisable on that 
account, Phe outstanding feature of the case was the profound 
collapse of the patient, which absolutely prohibited a prolonged 
examination and greatly increased the difficulties of differential 
diagnosis; the latter appeared to lie between concealed antepartum 
hamorrhage, plomame poisoning, perforated appendix, and intes- 
tinal obstruction, 
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Food poisoning was suggested by the relatives, who stated that 
the patient had eaten some doubtful fish on the previous night, 
but while this suggestion might have accounted for the vomiting 
and collapse, it could not explain the physical signs in the uterus, 
nor the facet that other people had eaten the fish with impunity. 

Appendicitis was ruled out with less certainty, for the general 
physical signs and symptoms, though atypical, were almost com- 
patible with perforation and fulminant peritonitis. This diagnosis 
was rejected because there was no real evidence of invoivement ot 
the peritoneal cavity, the abdominal physical signs being centred 
in and restricted io the uterus itself. Intestinal obstruction high 
up in the small gut was another alternative, which would explain 
the incessant and distressing vomiting; but the diagnosis could 
not be accepted, as there was no distension, the bowels were acting 
freely, and the vomit was not faecal in character. 

The possibility of torsion was not considered, and the patient 
was admitied to liospital as a case of antepartum hemorrhage of 
the concealed type, with the following reservations concerning the 
diagnosis : 

(a) ** Phe areas of uterine tenderness and tenseness are not 
uniformly distributed. 

(b) The pallor is that of shock and there is no real anaemia. 

(c) There is no external uterine hamorrhage and no bleeding 
on vaginal examination.” 

The following note was made at 7.30 p.m., soon after the 
patient's admission to hospital: Patient very collapsed and 
almost pulseless .. . the skin cold and clammy and the tempera- 
ture 97.4. She complains of abdominal pain, especially right- 
sided, and is constantly vomiting greenish non-offensive fluid. 
No change in the abdominal and vaginal physical signs.’ 

In view of the uncertainty of the diagnosis and the danger of 
overlooking intra-abdominal lesion demanding immediate 
operation, the desirability of the latter was carefully considered in 
consultation with two colleagues. Tt was the unanimous opinion 
that (a) there was not any definite indication tor operation, (b) 
operation would in all probability be fatal, and (¢) palliative anti- 
shock measures were the only possible line of treatment. 

The usual methods were carried out, but there was no response, 
and the patient’s general condition graduaily deteriorated until 
death took place 30 hours later, 


Post-mortem, 
Pallor of facies marked, ‘Thoracic organs normal. Abdomen: The 
uterus at once presented in the incision, and was tense and shining, of a 


May 4, to28. 13 hours after death, 
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deep mulberry colour (like an ovarian cyst which had undergone torsion 
of the pedicle), On raising the body of the uterus it was seen to have 
undergone torsion in the neighbourhood of the cervix or lower uterine seg- 
ment, and in such a manner that the body of the uterus was connected to the 
lower parts by a tightly twisted pedicle about the thickness of a man's 
thumb. One appendage, cyanosed, swollen, with dark blood dripping from 
the fimbriated end, was attached to the uterus behind and to the right, and 
the broad ligament of that side was involved in the torsion. The other 
appendage was not seen at the autopsy. There was a small amount of frce 
fluid in the peritoneal cavity, slightly blood-stained (blood was issuine 
from the Fallopian tube). The peritoneum was stripped off the posterior 
abdominal wall in the neighbourhood of the pelvic mesccolon, but was not 
actually lacerated. 

Liver weighed 3 Ib. 14 0z., pale, but with no visible haemorrhages. 
Right kidney weighed 7 oz., congested; pelvis enlarged; right ureter 
normal. Left kidney absent, also left ureter. Suprarenal capsules both 
present. 

On vaginal examination one finger could be inserted into the cervix, 
but soon came in contact with the torsion, and it was impossible to make 
it enter the uterus. Removal of the entire pelvic contents was performed 
alter tying the twisted parts securely in position to preserve their original 
condition : the whole specimen was fixed in a mixture of formalin, chloral 
hydrate, potassium acetate and potassium nitrate. The interior of the 
uterus was preserved by injection with liquor formaldehydi. 


DESCRIPTION OF SPECIMEN AFTER FIXATION, 

This uterus is of the type known as Ulerus bicornis unicollis : 
the right horn is fully developed, pregnant, with perfect adnexa, 
while the left is rudimentary, with imperfect adnexa. 

The pregnant horn has undergone torsion in its lower segment, 
and therefore lacks the familiar pear-shaped symmetry of the nor- 
mal foetal ovoid; it measures 11 by 8 inches above the twist, and 
contains a 32 weeks male foetus, with breech presenting, in’ the 
left sacro anterior position, and in the attitude of full Hexion. The 
placenta is situated posteriorly at the fundus, and it is remarkable 
that no separation was effected when the sudden and violent dis- 
turbance to its circulation occurred at the onset of torsion; this is 
probably because both arteries and veins were simultaneously 
occluded. The appearance of the microscopical sections of the 
uterine wall Supports this probability, as, although the vessels are 
vreatly congested, no extravasations of blood are seen, “The mem- 


branes are intact and there are two small subperitoneal fibroids. 


The lett horn is inches long 


gy with avery small lumen, les 


low in the uterovesical pouch to the left of the base of the bladder ; 
its broad ligament is rudimentary, but its round ligament, as ts 
usual in these malformations, is shore and very thick, “Phe lett 


4, 
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ovary and short Fallopian tube with fimbriated end lie in a deep 
little pouch of the pelvic meso-colon, 


It has not been possible after fixation so to untwist the speci- 
men as to restore the exact disposition of the parts as they existed 
previous to the torsion, and the operator feared to do so at the 
postmortem lest the accident could not be repeated exactly as it 
had taken place, Tlowever, it can be seen that the fundus has 
been rotated through an are of 360 degrees about its long axis in 
anti-clockwise direction, (i.e., from right to left: looked at from 
above), and that the torsion has been initiated in a thin-walled 
lower uterine segment, which is reduced to the thickness of a 
man's thumb and tightly twisted. This spiral twisting has been 
applied to the peritoneal coverings of the other pelvic organs, 
though to a tess degree, and these have been displaced according 
to the firmness of their attachments to the pelvic wall. The 
bladder has been rotated through 180 degrees, and lies posteriorly 
to the cervix, which seems to have remained original 
position, That this could have happened without hamorrhage or 
damage to the bladder and its coverings is probably due to the 
absence of a left ureter rendering this organ more than ordinarily 
mobile. The left horn and appendage has been carried round 
to the back with the bladder, and the pelvic colon has gone 
over to the right. On opening the bladder the orifice of the 
right ureter can be seen, but the left is absent. The right: uterine 
vein is engorged with blood, 


ReEPORT ON SECTIONS FROM LABORATORY. 

Liver.—Slight chronic fibrotic changes, evidenced by round-celled 
infiltration and fibrosis which is interlobular; no heemorrhages or necrosis. 
Some pigment in the cells. Nidney.— Autolytic changes, probably post- 
mortem. Slight chronic interstitial fibrosis. Rudimentary horn.—-No endo- 
metrium present; muscular fibres normal. Gravid horn.—-Tissue shows 
intense venous engorgement, but no actual blood extravasation. The muscle 
fibres of the inner coat are separated, and those of the middle coat are 
swollen and elassy with the nuelet destroyed. 


The following clinical records of primary torsion of the preg- 
nant uterus form a complete list of those cases to be found in 
accessible journals, We have made no attempt to deal with cases 
illustrating torsion of the non-pregnant uterus, nor with those 
cases in which fibroids or ovarian evsts have undergone torsion 
during pregnancy, because they are comparatively common and 
the total number has now reached a stage that is bevond the scope 
of individual analysis. 
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Not all these cases are convincing examples of primary torsion, 
and some of them are open to more than one criticism, but we have 
included them because of their historical interest and the place they 
occupy in the literature. We hope that authors of future papers 
on this subject will pay more attention to classification and dis- 
criminate clearly between the several types of case. On some 
oceasions this is difficult, but these exceptions afford no valid 
excuse for those writers who wilfully disregard the obvious differ- 
ences that exist between a mild deviation that interferes with 
accurate centring of the Caesarean incision and an acquired axial 
twist that dislocates the uterus and kills the patient in a few hours. 

There is, however, the mixed type of case accompanied by 
tumours or other complications, such as obstructed labour, in which 
it may be impossible to estimate the comparative importance of 
the several lesions. If, for example, the uterus is found with go 
degrees of right-sided rotation at an operation for accidental 
haemorrhage, should the case be described as an example of torsion 
or of hawmorrhage 2 .\re the changes in the uterus and the separa- 
ation of the placenta due to displacement of the uterine axis, as 
they may be, or independent of it, which is perhaps more likely ? 
Again, there is no doubt that torsion of a tibroid uterus will pro- 


duce degeneration in the tumour, but so will pregnancy alone, 


and theretore the discovery of degrees of axial rotation in a 
pregnant uterus containing a degenerating fbroid does not prove 
nor disprove, that torsion is the cause of the symptoms. In these 
mixed types some latitude must be allowed to the personal view 
of the clinician, but whenever the presence of torsion is) over- 
shadowed by the more important lesion, the clinteal picture should 
take its name trom the dominant complication and the title ‘* Tor- 
sion’ Should be reserved for those cases in which the signs and 
svinptotns are primarily, not enurely, due to displacement of the 
axis of the uterus. 


Boureart’s’! case : 
Primigravida; 21 vears ol ave; 5/12 pregnant, subacute abdominal 
with tender mass at the right 
the mass thought to be an ovarian cyst. 


appearance ol svinptoms and mass. 


side of pregnant uterus ; 
Spontaneous abortion with dis- 
Laparotomy during the puerperium 
on account of recurrence of peritoneal svimptoms. Fibroid uterus found 
rotated through go degrees myomectomy recovery. Boureart considers 
that torsion was duc to sacculation of the fibroid uterus by the feetal sve. 


Lohlein’s case 


The author describes two cases of mild torsion of the pregnant uterus 
through about go degrees trom meht to left, both occurring during the filth 


Month of preguancy and eiving rise to symptoms of dysuria, Case Spon 


Ag 
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) 
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taneous rectification. Case 2: Replacement under anesthesia. Lohletn 
mentions a third case in which there were 140 degrees of rotation of the 
pregnant uterus, and retention of urine due to the drag of a large ovarian 
cyst. After ovariotomy, the patient carried on to term. 


Comment. The third case is undoubtedly one of real torsion, 
but the clinical description does not make it clear whether the twist 
began in the axis of the uterus or in the pedicle of the tumour. 


Ludwig’s?? case : 

Iudwig demonstrated the specimen at a mecting of the Obstetrical 
and Gynecological Society Vienna, 

?-eravida, Some abdominal pain at the fourth month of pregnancy with 
peritoneal crisis. Laparotomy. Pregnant uterus with degenerating fundal 
sub-serous tumour found twisted through 180 degrees. The uterus and 
adnexa severely congested. Total hysterectomy and recovery. 


Comment, The appearance of the uterus and the degree of 
rotation suggest that torsion of the uterus and not the degeneration 
of the tumour was the primary lesion, 


4. 189g, Remprecht’s case ; 

Primigravida; 4o years of age; 8/12 pregnant. Constant abdominal 
pain throughout pregnancy. At the beginning of the eighth month, 
under anesthesia, a tender mass was found in the pouch of Douglas, 
which suddenly slipped out of the pelvis during examination. This 
was followed by abdominal distension, frequent vomiting and re- 
currence of pain, for which operation was undertaken six days later. 
Cesarean section and hysterectomy were performed. Examination of the 
specimen showed the dislodged pelvic swelling to be a fibroid attached to 
the fundus uteri, which had held down the fundus and led to mild sacecula- 
tion and torsion of the uterus, less than go degrees. 

Remprecht attributes the torsion to (a) saceulation of the uterus, and 
(b) pressure of the tumour. 


Comment, The symptoms were chiefly derived from degenera- 
tion of the fibroid, but since there was no rotation of the pedicle 
of the tumour, the torsion, such as it was, must have begun in the 


axis of the uterus and therefore belongs to the primary and 
acquired type ‘ 


1900, Thorn’s** case ; 

Primigravida; 41 years of age; 3/12 pregnant. Peritoneal symptoms 
for eight days, including diminished secretion of urine. A  kidney-shaped 
tumour present in the abdomen. Diagnosis before operation » Retroverted 
gravid uterus plus tumour or torsion of right hydronephrosis, or torsion ot 
fibroid in pregnancy. Laparotomy. ‘The pregnant uterus, containing a 
subserous intramural fibroid, had undergone torsion of iso degrees trom 
right to Jeft. Myomectomy and recovery. 

Thorn attributes the torsion to the action of the contracted pelvis 
(conjugate 35 inches) upon the growing uterus, the hitter being compelled 
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to twist its way upwards through the shortened diameters, and also to 
the pressure of a full bladder. He quotes two comparable cases of Holst : 
(a) Like his own, due to a fibroid ; (b) A similar case due to an ovarian cyst. 


6. 1906, Syme’s*4 case : 

3-gravida; 26 years of age; previous labours normal; 6/12 pregnant. 
Sudden onset of acute abdominal pain and collapse three days before 
adinission to hospital. No uterine or vaginal bleeding : cervix noted to be 
high up. Profound shock. No diagnosis made previous to operation. 
Iaparotomy. Uterus had twisted twice from right to left. Pedicle ligatured 
and the uterus removed. Patient died soon after returning from the theatre. 
The specimen contained a six months foetus: torsion had occurred at the 
cervico-vaginal junction, and the ligature had passed round the upper part 
of the vagina, 


Comment. No mention is made of tumours or other abnor- 
malityv, and no explanation is offered as to the cause of the torsion, 


7. 1906, Lepage’s case : 

Primigravida; 27 years of age; 3/12 pregnant. History of accident : 
patient falling on to her knees when coming down the steps of a bus. 
Symptoms of peritonism with tender mass in the right iliac fossa. 

Diagnosis : Ectopic pregnancy, or retroverted gravid uterus with fibroid 
or dermoid. Laparotomy. Pregnant uterus, containing a fibroid, found 
twisted through go degrees left to right. [nucleation of the tumour 
followed by normal delivery at term. 

1905, Spath’s?* case : 

Primigravida; 24 years of age; 5/12 pregnant. Abdominal pain and a 
painful tumour on the left side of a five months’ uterus. Diagnosis : Torsion 
of tumour, probably ovarian. Laparotomy : Pregnant uterus found rotated 
through 1S0 degrees from right to left and fixed by adhesions. Myomectomy 
followed by normal delivery at term. 

Spath emphasizes the lack of characteristic symptoms, the difficulty of 
diagnosis, and the necessity for surgical treatment in all cases, 


g. 1910, Olow’s! case : 

Multipara; 20 years of age; S/12 pregnant, Sudden onset of acute 
abdominal pain at night after “hanging out the washing” in the afternoon. 
Great pain, pallor and collapse. Patient died before a doctor could be 
obtained, No treatment. At the post-mortem, torsion of the pregnant 
uterus was found, one and a half turns from right to left in the mid-cervical 
region. No tumours or congenital abnormality found. 

Olow regards his case as an example of torsion of the normal uterus. 


Comment. ‘The changes induced by such rapidly fatal torsion 
cannot, of course, conceal the presence of tumours or other @ross 
abnormalities, but they inevitably destroy the evidence of the 


original position of the uterus, and it is, therefore, impossible to 


prove that the damaged organ was perfectly normal before the 


. 
x 
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accident: it is probable that all so-called normal uteri of this type 
are abnormal in the sense that their congenital dextro-rotation is 
EXCESSIVE. 


10. 1910, Glinski’s?® case : 

Multipara; 33 years of age; 9/12 pregnant. Sudden onset of violent 
abdominal pain, vomiting and convulsions. Patient quite well the previous 
day, working hard and carrying heavy cans of water. Death three hours 
after onset, before arrival of doctor. Asiatic cholera suspected by relatives 
who were Galician peasants. Postmortem revealed 270 degrees of torsion of 
the full-time pregnant uterus in the neighbourhood of the cervix from 
right to left. Marked divarication of the recti muscles, also a fair-sized 
uinbilical hernia : no tumour or gross malformation. 

Glinski considers the torsion to be due to (a) increase of the normal 
right-sided rotation produced by unequal pressure of the abdominal muscles 
owing to their wide separation and the presence of an umbilical hernia ; 
(b) an abnormally long cervix; (c) irregular bodily movements associated 
with carrying pails of water. 


11 lowler’s?7 case : 

3-gravida; 33 years of age; 7/12 pregnant. Curettage and ventral-fixa- 
tion had been performed four years previously. Sudden onset of abdominal 
pain, vomiting and diarrhoea, with diminished secretion of urine; marked 
tenderness in the right iliac fossa, Diagnosis before operation : Pregnaney 
with abdominal crisis. Perforated appendix was rejected on the ground 
that the physical signs were situated too low down in the abdomen. 
Laparotomy. Seven months’ uterus found rotated through 180 degrees from 
left to right at the junction of body and cervix. Hysterectomy : patient 
died a few hours later. 

Fowler attributes the torsion to thinning of the lower uterine segment 
(? sacculation) combined with the pull of the fixation band on the right 
side of the uterus. 


12. Ferran’s?® case: 

3-gravida; 29 years of age; 2/12 pregnant. Subacute type. Fifteen 
days’ illness with vomiting and dull generalized abdominal pain most 
marked on the right side. ? Extrauterine pregnaney. Laparotomy. A 
two months’ pregnant uterus found twisted through a right angle by an 
ovarian cyst the pedicle of which was not twisted. Ovariotomy ; recovery. 

Ferran thinks the torsion was due to (a) drag of evst; (b) softening of 
the cervix; and (c) pressure of bladder and rectum. 


Commeni. mild type of primary torsion due to an uncom. 
mon cause, 


13. 1912, Towe’s2® case : 

Primigravida. Classical symptoms of extrauterine pregnaney.  Lapar- 
ctamy. Fibroid uterus found to have twisted through oo degrees of its 
pelvic attachment. Supra-vaginal hystercetomy and recovery, 
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14. 1918, Franz’s case: 

Primigravida; 33 years of age; 5/12 pregnant. Dysuria and a tender 
lump in the abdomen and pelvis. ? Retroverted gravid uterus. ? Ectopic 
pregnancy. Laparotomy. Fibroid uterus rotated through go degrees from 
right to left at supra-vaginal cervix. Myomectomy. Temporary relief; 
recurrence of torsion and spontaneous abortion fourteen days later. 

Franz thinks the fibroid, which was the size of two fists, acted as a fixed 
pomnt, and that the uterus rotated round it. 


Comment, This case belongs to the recurrent or sub-acute 
type. Franz describes another case of obstructed labour due to a 
fibroid impacted in the pelvis and associated with 90 degrees of 
torsion. Tle states that the torsion had occurred in early preg- 
nancy and was accentuated by labour, although probably the 
fibroid was the chief cause. Tle produces no evidence that in any 
way justifies the diagnosis of torsion, 


15. 1919, Schindler’s*® case : 

Primigravida; 22 years of age; 7/12 pregnant. Bad cough throughout 
pregnancy, and dysuria during the filth month. Sudden onset of acute 
pain in the seventh month, with vomiting, pallor, and collapse following 
many hours’ continuous work at a sewing machine. 

A tender mass in the abdomen, resembling the gravid uterus but 
attached by a narrow pedicle in the pelvis. Diagnosis : ? Advanced extra- 
uterine pregnancy with tubal rupture. ? Pregnancy in closed uterine horn. 
Laparotomy ten hours after onset of symptoms. The right pregnant horn 
of a bicornute uterus found twisted one and a half times from right to 
left: clear green fluid in the abdomen. Rudimentary left horn without 
lumen, attached low down near the internal os. Hysterectomy : recovery. 

Schindler suggests that the torsion was due to (a) the absence of the 
left broad hgament allowing the unopposed drag of the right; (b) undue 
length of the cervix; (c) attachment of the placenta to the left side of 
the uterus; (d) cough. 


16. 1g21, Calmann’s"! case : 

Primigravida; 28 years of age; 5/12 pregnant. Sudden onset of shock 
with symptoms of internal hvemorrhage.  ? Ruptured pregnant horn of 
double uterus, Laparotomy. Torsion, degree not stated, of right pregnant 
horn of bicornute uterus, with active hemorrhage from the congested 
ovary. Amputation of the pregnant horn; recovery, 


g22, Vogt’s** case : 
5s-para. Obstructed labour. Cresarean section carried out in the interests 


of the child: torsion of the whole uterus around the upper part of the 
vagina 180 degrees. Displacement cured by operation. 


Vogt considers the torsion was due to weakness of the abdominal muscles 
and pendulous belly allowing undue mobility of the uterus. 


; 
17. 
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Commenl, Another example of torsion of the apparently 
normal uterus, an additional point of interest being the unusual 
site of the twist, the upper part of the vagina. 


18. Weinzierl’s*® case : 

Two cases : (a) Multipara. Sudden onset of shock with abdominal pain, 
vomiting and a tender lump in the abdomen. Diagnosis: ? Ruptured 
ectopic pregnancy. ? Accidental haemorrhage. Laporatomy. Uterus rotated 
through 200 degrees : no gross deformity : no tumour: Czesarean section 
and recovery. 

Weinzicr] attributes the accident to excessive uterine mobility due 
to weakness of the abdominal walls. 

(b) His second case was discovered at the operation, Czesarean section 
performed in the interests of the child, when he found a rotation of 9° 
degrees. The uterus was otherwise normal and the patient recovered. 


Comment. The first case is a classical example, but the second 
is one of congenital, and probably symptomless, dextro-rotation. 


19. 1924, Kiparsky’s** case : 

Primigravida; 26 years of age; 6/12 pregnant. Patient known to have 
a uterus duplex separatus with septate vagina. Sudden onset of acute 
abdominal pain in the early morning, after the patient had turned from 
her back on to her side. Frequency of micturition and diarrhcea. Signs 
of internal hemorrhage and progressive collapse. Cervix high up and 
closed : sound passed for two cm. only. Diagnosis : ? Rupture of rudimen- 
tary horn of double uterus. Laparotomy. Right pregnant uterus found 
rotated through 180 degrees from right to left through the lower uterine 
segment, the pedicle being about the thickness of a finger. Supra-vaginal 
amputation followed by recovery. 

Kiparsky discusses the cetiology and specially the réle played by the 
abdominal and skeletal muscles, and considers his case to be due to the 
congenital abnormality of the uterus, activated by the “rolling over’? of 
the patient. 


20. 1925, Stork’s®® case: 

3-gravida; 31 years of age; 9/12 pregnant. Two previous operations, 
(a)ovariotomy for adenocarcinoma (?) and (b) separation of adhesions during 
the fourth month of present pregnancy. Sudden onset of twisting pain in 
the abdomen twelve days before labour, Uterus extremely dextro-rotated : 
shoulder presentation : obstructed labour : hand introduced into the uterine 
cavity with difficulty. Attempts at version failed. Laparotomy : Lower 
uterine segment as thin as paper: no adhesions: no tumours: bladder 
pulled over to the right. Uterus rotated through 180 degrees. Cesarean 
section. Death three days later from peritonitis. 

Stork could not find any cause for the torsion, and suggests it may have 
been due to irregular contractions of the uterus set up by fetal movements. 

Comment, ‘This is an example of obstructed labour due to 
shoulder presentation in a uterus showing torsion of a primary 
type, but of secondary importance. The case is referred to in the 
text of this paper, 
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21. 1925, Richl’s*® case : 

3-gravida ; 33 years of age; 4/12 pregnant. Subacute peritoneal symp- 
toms. Laparotomy. Fibroid uterus found rotated through go degrees from 
left to right, owing to sacculation of the right cornu by a four months’ 
pregnancy. Subtotal hysterectomy. Recovery. 

Riehl says that in the majority of cases a fibroid twists the pregnant 
uterus, whereas in his case the pregnancy twisted a fibroid uterus. 


1926, Dieulafe’s** case: 

Primigravida; 24 years of age; 7/12 pregnant. History of pulmonary 
tuberculosis. Sudden onset of violent abdominal pain and pallor,  Dis- 
tended abdomen and signs of peritonism. Diagnosis : Ectopic gestation or 
torsion of cyst, or salpingitis. Laparotomy four days after onset of symp- 
toms. Torsion of right pregnant horn of bicornute uterus through go 
degrees from right to left. Replacement and recovery. 


Comment. It is difficult to reconcile the history of violent 
symptoms with go degrees of torsion; perhaps detorsion may have 
occurred, 


1926, Keiffer’s**® case : 

4-gravida; 44 years of age; 9/12 pregnant. Baldy d’Artigue’s operation 
six years previously. Vomiting during the sixth month of present preg- 
nancy, followed by repeated small blood losses in the seventh and eighth 
months : oblique lie of foetus : labour complicated by placenta praevia and 
followed by some intestinal obstruction. Laparotomy fifteen hours later : 
placenta previa confirmed and many adhesions found between the uterus 
and bowel. Uterus twisted through go degrees from left to right. Ceesarean 
section : recovery. 

Keiffer thinks the cause of the torsion to be (a) d’Artigue’s operation 
producing excessive anteversion and leading to abnormal movements of 
the uterus; (b) post-operative adhesions leading to abnormal movements 
of the uterus and producing an extra drag on the affected side. 


Comment. Torsion appears io have been of little importance 
compared with the other complications, and the case cannot be 
described with accuracy as one of primary torsion of the pregnant 
uterus, (See Stork’s case.) 


1927, Koliler’s*® case : 

Parity not stated ; 23 years of age; 7/12 pregnant. Abdominal pain and 
a tender swelling for nine days before onset of obstructed labour with 
contraction ring. Laparotomy: uterus twisted through too degrees, 
the tender umbilical swelling found to be the congested right appendage 
and varicocale. No cause for the torsion found: no tumours and no dis- 
cernible abnormality of the uterus or adnexa, Cresarean section with living 
child. 

Kohler refers to Stork’s paper and suggests that in both Stork’s and his 
own case torsion mav have been due to movements of the child. He thinks 
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a twist may occur between the child’s neck and its body and carry the 
uterus round with it. 

Comment. This case is a very interesting one, although it is 
not an entirely convincing example of primary torsion of the preg- 
nant uterus, for assuming the description of the contraction ring 
to be correct, the obstruction may have been due to some undis- 
covered mechanical obstacle s on the other hand it is dossible that 
a constriction band may be mistaken for a contraction ring, al- 
though this mistake is hardly likely to be perpetuated after the 
abdomen has been opened. There remains the reasonable hy po- 
thesis that marked congenital rotation may disturb the polarity of 
the uterus and excite localized contractions in the musculature, 
thus initiating a contraction or retraction ring and leading to 
obstruction, Clinical evidence in support of this theory is afforded 
by the pathogenesis of certain types of obstructed labour found in 
cattle. 


1yg2y, MceClean’s!' case : 
s-gravida : first pregnancy terminated at seven months with breech de- 
livery ; the second ended in early abortion. 


History of six months’ amenorr- 
hoea followed by irregular losses of blood 


: no marked pain or peritonism : 
a hard tumour found in the pelvis separate from the non-pregnant uterus. 
Laparotomy : The tumour found to be the completely detached pregnant 
horn of a uterus bicornis unicollis : the sac contained a mumified foetus, and 
the pedicle had undergone torsion of rather more than 18o degrees. 


Comment. Vhis case is almost identical with the chronic type 
occasionally seen in the cow. 


DISCUSSION. 

Etiology. A careful study of torsion as it affects the non- 
pregnant as well as the pregnant uterus shows that rotation is 
produced by one or more of several factors acting upon an organ 
that is in a state of predisposition. 

Asymmetry. In almost all cases there is asymmetry, and the 
very few examples that have been recorded in which the uterus is 
described as being free from all abnormalities are open to question, 
and can only be accepted with great reserve, tn Syme's report 
the clinical details are so meagre that the reputed normality: of 
the uterus cannot be regarded as proven. Vogt and Glinski: give 
such clear and accurate descriptions of the uterus that one is con- 
vinced there could have been no gross departure from the normal ; 
but the presence of gross abnormality. does not prove that the 
uterus was perfectly normal betore the onset of torsion, 
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It has already been suggested that Lohlein and others have 
confused an undue amount of natural rotation with an acquired 
pathological lesion, but there can be no doubt that the uteri they 
describe in their papers are abnormal in so far as their physio- 
logical rotation is excessive. One may disagree with these authors 
in their application of the term torsion to what is merely an 
exaggeration of the normal, without denying the fact that a uterus 
already in a position of extreme dextro-rotation is undoubtedly 
prone to further movement in the same direction. In such uteri 
the tendency towards torsion is latent, and we believe that the rare 
examples of torsion of the so-called normal uterus are derived from 
uteri of this type. 

In most cases, however, asymmetry is gross and obvious and 
either congenital in origin or due to the presence of tumours or 
some other acquired deformity. It is clear that a heavy fibroid 
attached to the lateral aspect of the corpus uteri will tend to make 
the uterus turn towards the affected side, and that such a latent 
tendency may be converted into active motion under the influence 
of violent and irregular contractions of the abdominal muscles or 
turning movements of the body as a whole, Sacculation of the 
pregnant uterus may be associated with fibroids and increases the 
deformity of the cavity, or it may be found alone as a sequel to a 
faulty ventralfixation or any Operation that produces adhesions. 
Besides producing distortion, adhesions may exert a direct pull on 
the axis of the growing uterus and they may supply the organ with 
an adventitious band or pedicle around which it may rotate. 
Whatever the cause of asymmetry may be, its effect upon the 
movements of the uterus has been aptly compared to the influence of 
the ‘bias’? upon the movements of the “‘woods”’ in a game of bowls. 


CHANGES IN THE CERVIX AND LOWER UTERINE SEGMENT. 


The growth of a large tumour pulls upon the attachment of its 
pedicle and lengthens and narrows the cervix and lower uterine 
segment. This process is well illustrated by the case of a woman 
of seventy, published by Malcolm,'! in whom senile atrophy and 
the presence of a large fundal tumour had stretched and softened 
the cervix and produced a long narrow pedicle around which the 
uterus had undergone torsion, 

Softening of the tissues is induced by pregnancy, but there is 
no elongation or narrowing of the cervix and lower uterine segment 
in normal cases. Both these features are found, however, in the 
pregnant bicornute uterus, which exhibits many features that may 


react upon the mechanism of torsion, 


~ 
Oo 
= 
y 
be 


‘Torsion of the Pregnant Uterus 71 


These unilateral uteri are not only longer and narrower than the 
normal uterus and show an excessive amount of obliquity, but their 
peritoneal attachments and muscular ligaments are both defective 
and deficient. The absence of the round and broad ligaments on 
the one side, combined with the elongation and narrowing of the 
cervix and lower uterine segment, permits of a wide and dangerous 
range of movement quite different from that of the normal bilateral 
uterus. The completely fused organ is stayed on both sides by 
ligaments that reciprocally prevent the over action of each on the 
other and in this way limit lateral movements and check rotation. No 
such restraint can be exercised by the solitary ligaments of the 
unilateral uterus, because their opposite numbers are missing and 
their reciprocal action is lost. This anatomical arrangement not 
only encourages excessive normal mobility, but permits abnormal 
movements of a rotatory type that may easily lead to torsion. 

For these reasons a bicornute uterus is specially prone to 
abnormal rotation, and it is interesting to note that in the series 
published in this paper, no less than three examples of this kind of 
congenital deformity are recorded; moreover, it is seen in those 
animals, such as cows, that are specially susceptible to this accident. 
Although one or more of the predisposing factors that are described 
above are found in many women, actual torsion is rare; some 


activating factor must, therefore, be brought to bear upon the 
uterus before rotation can take place. 


ACTIVATING Factors, 

bodily movements. Given the necessary predisposition, irregu- 
lar bodily movements may turn the uterus over, and this appears 
to be the commonest activating factor. In some of the recorded 
cases the patient was rolling over in bed at the time of the accident. 
The effects of such rotatory movements may be demonstrated by 
placing a spherical object inside a hollow cylinder. When the 
cylinder is rotated suddenly the contained object will rotate also, 
but less rapidly, in the same direction. There will, however, be an 
interval before the movement begins in the contained body, and the 
latter will continue to move after the cylinder has been arrested. 
Thus, at the beginning and end of each eyele the cylinder and its 
contained object will tend to move in opposite directions, and the 
amount of this divergence will be regulated by the suddenness of 
the start and arrest of the cylinder, and by the shape of the con- 
tained foreign body (bias) and its attachments. 

In many bodily movements there is an element of rotation that 
must tend to impart spin to those organs inside the abdominal 
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cavity that possess.a pedicle. This tendency is resisted by the 
ligamentary attachments of the organs and their anatomical 
relationships to each other, but should these restraining factors be 
congenitally absent or rendered inefiicient by disease, torsion may 
be easily produced in this way. 

Abdominal muscles. irregular contractions of the abdominal 
muscles may be responsible for certain cases, and their action is 
tully discussed by Kiparsky, who devotes a considerable part of 
his paper to this question. In many domestic exercises, such as 
scrubbing and washing clothes, the two halves of the abdominal 
wall are acting unequally and, to some extent, independently of 
each other; they exert a variable and unequal pressure upon the 
underlying abdominal contents, and this lopsided action may be 
sufficient to produce torsion. 

For the carrying out of many bodily movements a_ special 
posture of the body is essential, and it has long been held that 
certain postures and changes of posture are favourable to the 
production of torsion, as for example, the knee-chest position 
assumed by the human female when scrubbing the floor and by 
ruminants when rising from the ground. This position, by allow- 
ing the abdominal contents to fall forwards on to the diaphragm, 
provides more room for the uterine movements, and by diminishing 
the pressure on the fundus leaves it more free to move. These 
changes predispose the uterus to abnormal movement, and an 
activating factor is often available in those irregular contractions of 
the abdominal and skeletal muscles that are incidental to the 
posture itself or to the resumption of the normal attitude. 

The importance of these factors is shown by the fact that torsion 
is specially common in cattle which are kept in hilly districts or on 
rough ground that favours stumbling and other sudden and 
clumsy changes of posture. Changes somewhat similar to those 
induced by the knee-chest position are to be found in the abdomen 
after delivery, and they have been brought forward to account for 
cases of puerperal torsion described by Elclowko’* and others, who 
attributed this accident to (a) emptying of the abdominal cavity, 
giving the uterus more room and a greater freedom of movement ; 
and (b) the softening of the cervix and ligaments during parturition, 
On many occasions several types of muscular movement come into 
play at the same time, and no doubt the actual impulse that converts 
potential into real torsion is usually the complex resultant of many 
forces, 

Bladder and reclum. Functional variations in the size of the 
bladder and rectum must influence the position and mobility of 
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those organs with which they are in contact, and the anatomical 
relationship of the rectum to the left side of the uterus is so close 
that an increasing distension of the bowel must exert a lateral 
pressure that is akin to rotation, The bladder plays a different 
role, for since it is a symmetrical organ in all stages of distension it 
is unable to exert any one-sided pressure upon the underlying 
uterus. It has, however, a very intimate fascial relationship with 
the vagina, cervix and lower uterine segment; the amount of contact 
between them depends upon the degree of distension and reaches 
its maximum when the bladder is full. When completely full the 
bladder stiffens the lower part of the birth canal and acts as a kind 
of splint to the uterine pedicle, limiting its movements and making 
torsion impossible, and so far as we are aware no case has yet been 
recorded in which torsion has occurred in the presence of a full 
bladder. The completely empty bladder may, however, encourage 
torsion by splinting the vagina only, and thus offering a fixed 
point or anchor around which the unsupported uterus and cervix 
may twist. 

Probably the act of micturition is of more importance than the 
morphology of the parts. The sudden emptying of the distended 
bladder when a large quantity of urine is voided, as is likely to 
occur on rising from sleep, removes the splint from the cervical 
pedicle and at the same time provides the uterus with more room 
in the abdomen, thus preparing it for movements of rotation, which 
may be initiated by contractions of the abdominal muscles during 
micturition or by rolling over movements of the patient as she gets 
in or out of bed. Bland Sutton*® and others have shown that a 
spiral twist may be imparted to the pregnant uterus or to a fibroid 
by the shape of the pelvic cavity as the growing uterus or tumour 
ascends into the abdomen. The turning movement is similar to 
that of the mechanism of labour; it differs in being a slow ascent 
instead of a rapid descent: like the presenting part, the uterus 
secks the path of least resistance and undergoes passive rotation as 
it follows the longest diameters of the pelvis. 

Finally, it has been surmised that the attachment of the 
placenta, the foetal movements, and even the contractions of the 
uterus itself may occasionally function as an activating factor. 

Symploms of torsion. The initial symptoms that arise from 
torsion are due to injury of the structures contained in the pedicle, 
which sets up secondary changes in the affected area and later 


leads to involvement of the surrounding organs. ‘The pedicle of a 
tumour contains one structure that overshadows the rest, namely, 
the blood vessels, and hence the development of symptoms and 
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their severity depends almost entirely upon the rapidity and degree 
of strangulation of the blood supply and, as Lawson Tait*® pointed 
out, the vascular changes and not necessarily the number of twists 
determine the clinical picture. 

No simple criteria of this kind can be applied to torsion of the 
pedicle of the uterus. In the latter the vascular changes are rarely, 
if ever, dominant, and in certain types they may be absent. The 
cervical pedicle is, of course, highly vascular, but the blood vessels 
are tortuous, very resilient, and peculiarly adapted to withstand 
pressure, and they form merely one of the many important con- 
stituents of the pedicle which embraces the cervix, cervical ganglia 
and nerves, the ureters, broad ligaments, bladder and rectum. 
Moreover, the area affected by torsion is not a passive tumour, but a 
highly specialized organ the anatomical features of which are 
periodically and profoundly modified in accordance with the specific 
requirements of the reproductive function. All these structures 
are peculiarly susceptible to shock when subjected to mechanical 
trauma such as is bound to occur when twisting takes place. It is 
therefore not surprising to find that the symptoms are variable in 
their character and intensity, and that the clinical course is 
influenced by many factors, such as the site of the twist, the size, 
number and situation of tumours, the duration of pregnancy, or the 
stages of labour; the chance of detorsion or the supervention of 
infection must also be taken into consideration, for either may 
exert a vital effect upon the prognosis. There is inevitably a wide 
divergence between the clinical types, and this may be illustrated 
by comparing a case of torsion of the hydatid of Morgagni'™ '° 
with another involving the whole uterus. Interference with the 
hydatid of Morgagni resulted in intense pain and urgent abdominal 
symptoms, and produced an abdominal catastrophe of the first 
magnitude, whereas the twisted uterus” "° suffered almost complete 
amputation without causing any serious discomfort to the patient. 

These results are exceptional, but they show how. difficult 
it is to lay down any rules concerning the behaviour of an organ 
like the uterus when under the influence of torsion. There are, 
however, three main types of case among non-pregnant women : 
acute, sub-acute, and chronic. 

1. Acule. The symptoms are similar to those of strangulation 
of an ovarian cyst or pedunculated fibroid, but generally more 
severe. 

2. Sub-acule. Vhe patient suffers from) recurrent: abdominal 
crises, the symptoms being due to torsion and the intermissions to 
detorsion. Pathological proof of this phenomenon has been fur- 
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nished by Frommel*’ and others who have demonstrated the 
presence of new and old hemorrhages in specimens removed from 
cases of this kind. 

3. Chronic. Moderate degrees of torsion may be present for 
a long time in fibroid uteri and produce no specitic effects apart 
from pain. Occasionally severe torsion resulting in amputation 
may be followed by a ‘‘chronic abdomen”’ of the mild type. 


Pregnancy and labour introduce further complications which 
have been studied and recorded by Kynoch** in a valuable paper 
published in 1912. He mentions, inter alia, a rare form of post- 
partum shock that is indirectly due to puerperal torsion. This 
condition was described originally by Haig Ferguson*® some years 
previously. Kynoch showed that when the uterus, during the third 
stage of labour, is in a position of extreme dextro-rotation, the left 
ovary is rotated forwards towards the middle line, and is here 
exposed to the pressure of the midwife’s hand during manipulations 
of the fundus. 

Ferguson's paper excited the opposition of Webster, but 
received the support of Milne Murray’’ and others, and there can 
be little doubt that aithough the production of shock in this way 
by compression of the ovary may be unusual, vet it provides a 
quite reasonable explanation of the cause and a rational basis 
for the prevention of a rare type of puerperal shock. It must also 
be noticed that the anatomical development that follows conception 
brings into prominence the natural right-sidedness of the uterus. 
In some cases the deviation is greater than others, but in all it is 
likely to be increased by pregnancy and may become excessive, 
although it is impossible to indicate with precision the point at 
which the physiological ends and the pathological begins. | Exces- 
sive dextro-rotation is a close relation and frequent precursor of 
torsion, but the two are not identical. It is obvious that a certain 
degree of congenital rotation may exist without causing any patho- 
logical changes in the tissues of the uterus; at the same time, it 
may lead to an abnormal lie of the child, malpresentations and 
obstructed labour, or it may cause pyelitis by disturbing the normal 
position of the ureter, and shock by exposing the ovary to pressure, 

In torsion proper the symptoms are due to constriction of the 
structures of the pedicle of the uterus; they are intrinsic in origin 
and invariably accompanied by tissue changes in the uterine walls, 
and are therefore very different in their pathogenesis from those 
dependent upon congenital dextro-rotation. “These differences are 
expressed in the following Table, which represents the clinical 
types in pregnant women, 
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SUGGESTED CLASSIFICATION OF THE CLINICAL ‘TyPEs. 


Congenital. 
(a) Simple obliquity and rotation (seen at Caesarean section and 
sometimes mistaken for acquired torsion). 
(b) excessive dextro-rotation, responsible for : 
1. Malpresentations; obstructed labour. 
2. Pvelitis. 
3. Puerperal shock. 
Acquired. 
Simulating the following clinical pictures. 
Acule. 
1. Ectopic gestation. 
2. Cholera. 
3. Peritoneal crises. 
4. Necidental hamorrhage. 
5. Obstructed labour. 
Sub-Acule,. 
1. Ectopic gestation. 
2. Peritoneal crises. 
Torsion of the pedicle of a tumour. 


Chronic. 


Bovine: (mummilication of foetus). 


Diagnosis. The recognition of torsion of ovarian cysts and 
fibroids during pregnancy does not present much difficulty, but 
we believe that the diagnosis of primary torsion of the pregnant 
uterus has not yet been made before operation, The diagnostic 
labels attached to the series collected in this paper make an interest- 
ing study. They demonstrate the truth of Ferran’s words : *‘Cette 
affection rare at sans symptomes caractéristiques reste d'un diag- 
nostic délicat.”’ 


Table of Diagnoses (including alternatives). 


Torsion of tumour - - 
Peritoneal crises - - - 
Obstructed labour - - - 4 
Retroflexion of gravid uterus - 
Pregnancy in closed horn of double uterus 3 
Torsion of hydronephrosis - 
No diagnosis — - @ 
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If, however, the surgeon is aware of the clinical manifestations 
of torsion he should be able to recognize the condition if it comes 
under his observation. Success in diagnosis will depend upon a 
careful consideration of the history of the case, the symptoms of the 
patient, and the physical examination of the uterus, vagina, bladder 
and rectum. 


History of illness. 

The appearance of acute symptoms in a pregnancy that is 
known to be associated with either a bicornute uterus or fibroids, 
especially when the symptoms resemble perforation of bowel, extra- 
uterine gestation or concealed accidental haemorrhage, should 
always arouse the suspicion of torsion. Information must be sought 
as to the posture of the patient immediately preceding the onset of 
symptoms, for in most cases the one is directly related to the other. 
Some reliance should be placed on the general condition of the 
patient, for in all cases of severe torsion there is initial and profound 
shock. The absence of the latter will he a strong contraindication 
to the diagnosis. 


Ulerine physical signs. 

The changes in the uterus resemble those found in concealed 
accidental haemorrhage, but they are atypical in so far the 
consistence is tense rather than wooden, and the distribution of 
tenderness is not uniform. When, however, the torsion is accom- 
panied by separation of the placenta, the physical signs will still 
more closely simulate those of concealed haemorrhage. These cases 
may be distinguished by the discovery of a small tender lump 
marking the site of the intensely engorged Fallopian tube and 
ovary, for this is not found in concealed hemorrhage. In uni- 
lateral uteri torsion may displace the solitary appendage to the 
back of the uterus where the ovary cannot be reached, but even in 


these cases the engorged broad ligament may be felt as a vague 
swelling. It may be noted that the recognition of this displace- 
ment was first reported by Ferran in connexion with torsion. of 
the nonpregnant uterus, but there is no reason why it should 
not be applied with equal success to the pregnant organ. It is true 
that a red fibroid will produce local tenderness, but this complica- 
tion of pregnancy is not accompanied by the other physical signs 
which are specific of torsion, and whereas the position of the swell- 
ing in the right or left lower quadrant of the uterus is invariably the 
same in torsion a fibroid may be found in any part of the uterus. 
Therefore the discovery of a tender lump in the right or lett lower 
quadrant of a uterus showing ‘patchy’ signs of concealed acet- 
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dental hemorrhage should arouse in the mind of the observer 
the suspicion of torsion, and so provoke an inquiry that will in all 
probability lead to a definite diagnosis. 

Examination will be greatly facilitated by the administration of 
a general anesthetic, which should be employed as routine in all 
obscure cases during pregnancy, unless otherwise contraindicated, 
Narcosis is especially valuable when the patient is suffering from 
shock and unable to bear the pain that is inflicted by the ordinary 
methods of examination; it also induces that muscular relaxation 
which is so desirable when dealing with structures which are largely 
composed of muscle. By its employment it may then be possible 
to feel the thin isthmus of tissue which marks the site of the twist, 
and to determine the changes in the vagina, cervical canal, bladder 
and rectum with an accuracy that would otherwise be impossible. 


Examination of the birth canal. 


In those rare cases (Syme and Vogt) in which the vagina or the 
vagino-cervical junction is the site of the twist, the employment of 
a speculum and a good light will reveal the presence of spiral folds 
in the vaginal mucosa and clinch the diagnosis. 

Digital examination of the cervix and the passage of a uterine 
sound, first recommended by Girod,*! will show the condition of 
patency or otherwise of the lower part of the birth canal. The 
lumen of this canal is obstructed more or less completely by a 
severe twist, and this obstruction should be sought for whenever 
the circumstances will permit. It must be remembered that atresia 
may be due to other lesions besides torsion, and also that a false 
impression may be created if the sound lodges in a fold of mucous 
membrane or against a part of the foetus. A positive result is 
therefore helpful, if not necessarily conclusive, but the demonstra- 
tion of the absence of atresia is a very powerful argument against 
the presence of real torsion. 

When the general condition of the patient allows the adminis- 
tration of an anesthetic and a prolonged examination, it may be 
possible to distinguish the anatomical details of the constricted 
area with an accuracy that justifies a positive diagnosis. In 
general, however, reliance must be placed upon the cruder outlines 
which resemble and may be mistaken for a contraction or retraction 
ring; this confusion is the more likely as many of the striking 
features of obstructed labour are common to all three. A con- 
traction ring develops slowly and remains stationary ; it embraces 
some part of the foetus and is accompanied by tonic contraction of 
the whole uterine muscle. — A retraction ring likewise develops 
slowly and surrounds the foetus, but it moves upwards in response 
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to the retraction of the upper uterine segment and is associated 
with other characteristics of Bandl’s phenomenon. The constriction 
ring of torsion, on the other hand, develops suddenly and does not 
enclose the foetus; it is marked by a thin isthmus of tissue on the 
external surface of the uterus and by atresia of the cervical canal. 
The presence of an unusual form of ring inside the uterus or a spiral 
band on its external surtace, marked by physical signs that do not 
conform to those produced by contraction or retraction, may be 
the result of constriction and declare the presence of torsion. 


Absence of external hemorrhage. 


In the series of cases herewith reported there was only one 
exception to the rule of complete absence of spontaneous or trau- 
matic hemorrhage from the uterus. Exactly the reverse holds good 
with regard to concealed accidental hemorrhage, and this striking 
difference affords a ready means of distinguishing between the two 
conditions. 


Absence of the bag of membranes. 


This sign is claimed to be of use in veterinary obstetrics, and 
although we have found no mention of it in the literature there is 
no reason why it should not be helpful in the human subject. To 
elicit this sign a careful examination in a good light is essential. 
There will be no bleeding and no leakage of liquor amnii to obscure 
the inspection of the parts, and it should therefore be possible, 
in favourable circumstances, to prove the absence of the bag of 
of membranes. At the same time the evidence of spiral deviation 
of the vagina, cervix, urethra and rectum should be looked for by 
direct vision and if possible by means of instruments. Obstructed 
labour has a long bag that ruptures early, and accidental haemor- 
rhage a small one that ruptures late, but in neither is the bag ever 
missing. Ectopic gestation is the only member of the differential 
group that shares this feature in common with torsion, but the 
passage of a sound will at once decide the issue. 


Bladder and rectum. 


Some involvement of the bladder and rectum is inevitable when 
the torsion exceeds 90 degrees, and the resulting physical signs 
form an essential part of the clinical picture. Olow states that out 
of 23 cases of torsion 14 showed some type of dysuria. Displace- 
ment of the urethra has been noted in animals, and it should not be 
difficult to obtain anatomical proof of dislocation of the bladder or 
urethra in the human subject. The passage of a bladder sound or 
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cytoscope may disclose the spiral deviation, and severe involvement 
of the organ will be shown by its inability to retain any fluid. 

Similarly, digital examination of the rectum or the passage of a 
sigmoidoscope should be carried out, if possible, in suspected cases, 
for the information obtained by the examination cannot fail to be 
useful and may be pathognomonic. 

If all these criteria are applied to the consideration of an acute 
abdomen in pregnancy or labour it should be possible to make a 
differential diagnosis between torsion, concealed antepartum 
heemorrhage, peritonitis and the usual types of obstructed labour. 

In early pregnancy torsion will usually be mistaken for ectopic 
gestation or for rotation of the pedicle of a tumour, but these 
mistakes are of little consequence because all these conditions are 
recognized to be surgical, and there will be no undue delay in 
operation. But the failure to distinguish between concealed ante- 
partum hemorrhage and torsion is always dangerous; in severe 
cases of concealed antepartum haemorrhage there is the reasonable 
alternative of applying conservative measures to the patient, and 
indeed this may be the best treatment, but for the relief of torsion 
there is no alternative and postponement of operation may be fatal. 


Treatment. 

Some writers claim to have reduced cervical torsion by manipu- 
lation and to have observed patients in whom the cure was 
spontaneous, but these methods should be reserved for mild cases 
in early pregnancy in which the general condition of the patient 
is good and a reasonable delay cannot prejudice the chances of 
recovery. They may also be applied to cases of the congenital ty pe 
as preventive measures against real torsion, and also with a view 
to preventing the pyelitis of pregnancy, malpresentations of the 
foetus, and puerperal shock (Xwnoch), all of which are considered 
to have an etiological relationship with excessive dextro-rotation 
and obliquity. 

But manual manipulation, posture, and the application of padded 
binders play no part in the treatment of declared torsion, for when 
the diagnosis has once been made nothing short of immediate 
operation offers any hope of cure, Nor is anything likely to be 
gained in these grave cases by postponing immediate operation in 
favour of temporary anti-shock measures, for the initial shock due 
to dislocation of the uterus is followed by, or rather merges into, 
progressive collapse as the vascular and nervous damage becomes 
more pronounced. Improvement cannot be expected from delay, 
and, however grave the risk may be, operation must be undertaken 
at the first possible moment. 
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VETERINARY TORSION, 
The following short account of uterine torsion in the lower 
animals has been taken chiefly from Fleming’s ‘‘Veterinary Obstet- 
rics.”’ It serves to illustrate certain points of contact between the 


normal uterus of the cow and the bicornute uterus of the humana 
female. 


The cow is not the only sufferer among the domestic animals, 
for torsion of the uterus is fairly common in the goat and may 
occur in the mare. Its frequency is shown by the fact that one 
practitioner, Lemaire,*’ met with this complication seven times in 
four vears, 

Among the important etiological factors are the following : 


(a) The anatomical arrangement of the ligaments of the uterus 
which permits of an abnormally wide range of movement to the 
fundus utert. 

(b) Asymmetry of the uterus produced by great development 
of the pregnant horn. 

(c) Irregular bodily movements of the animal, and sudden 
changes of posture. 

The accident most commonly occurs during the later months of 
pregnancy, but there are rarely any recognizable symptoms 
~ although dysuria has been noted in a few instances. The presence 
of torsion usually remains unsuspected until the onset of labour, 
when the signs of obstruction become apparent. 

From the clinical point of view there are three chief types :— 


(a) The signs of obstruction appear quickly and the course is 
rapidly fatal unless the animal is relieved. Rupture of the uterus 
may oecur and this may be preceded by gangrene of the uterine 
wall. 

(b) The symptoms are less acute and the clinical picture is that 
of uterine inertia followed by exhaustion and heart failure. 

(c) The chronic type in which the foetus becomes mummified 
and the cow makes a slow, but complete recovery. 

The diagnosis is based upon a consideration of the symptoms 
and a careful examination. Stress is laid upon the following 
physical signs :- - 


(a) Absence of the bag of membranes, 

The discovery of partial obliteration of the upper part. of 
the vagina, the lumen being filled with spiral folds of vaginal ruge. 
If this part of the vagina is carefully palpated a spiral passage may 
be felt leading towards the site of the torsion, and sometimes into 
the uterus, 


82 Journal of Obstetrics and Gynecology 


(c) Evidence of displacement of the meatus urinarius, bladder 
and rectum. 

The treatment that is applied to the cow is directed towards 
untwisting the uterus, and there are three methods of attaining 
this end. 


(1) Rolalion of the cow’s body. Five assistants are necessary 
in an ordinary case. After the cow has been placed on her back 
the first assistant controls the head, the second keeps the limbs as 
close to the belly wall as possible in order to prevent injury to them 
and the udder, and the remaining three carry out the movements 
of lifting and rolling. If the torsion is towards the left the cow 
is rolled to the right, and if to the right, in the opposite direction. 
During the rolling process the main operator keeps his hand and 
arm in the vagina as far as possible in order to fix the uterus; if the 
os is dilated and the canal sufficiently open to permit the passage 
of the hand into the uterus, some part of the foetus is secured and 
maintained in one position. In this way a fulcrum is formed around 
which the cow is, as it were, untwisted from its own uterus. 
Although directions are given for the way in which to roll the cow 
the author states ‘‘that the grand test and guide for the direction 
of rolling is the effect produced.’’ Generally a gush of liquor amnii 
announces the successful termination of the operation, but the 
operator may be at work for an hour or more before success is 
achieved. 


(2) Vaginal taxis. This is suitable only for mild cases of 
incomplete torsion, It consists of seizing a part of the foetus per 
vaginam, and by forcible rotation untwisting it and the uterus at the 
same time. It may be carried out manually or by use of an instru- 
ment called a retroverser, resembling a winch. 


(3) Abdominal taxis. By this method detorsion is effected by 
manipulation after the abdomen has been opened; if this is unsuc- 
cessful Caesarean section is carried out, usually followed by 
hysterectomy. 
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A Revised Conception of the Occipitoposterior Position, 
with which is incorporated a plea for the adoption 
of the conservative attitude in force at the 
Rotunda Hospital. 


By WentwortH A, Taytor, M.D., B.Ch. (Dub.), F.R.C.S.1. 


Member of the British College of Obstetricians and Gynecologists ; 
Late Assistant Master, Rotunda Hospiial, Dublin. 


I HAVE felt for some time that, in the face of the more radical 
methods of treatment of occipito-posterior positions advocated at 
the present day, a plea might be lodged in favour of the conserva- 
live attitude adopted towards the condition in the Rotunda Hospital ; 
for the practice there carried out is productive of singularly good 
results as regards maternal and foetal morbidity and mortality. 
The subject, further, is full of interest as a study in pure obstetrics, 
and demands from the practitioner, on occasion, exceptional 
judgment and the exhibition of what one might call, for want of 
a better term, finesse. 

I have tried in this paper to place on record my observations 
during three vears as Assistant Master at the Rotunda, and to com- 
prise in the remarks which follow, every case of occipito-posterior 
position which at some time during labour gave cause for the 
slightest anxiety. I have tried to weave the accumulated evidence 
into a single narrative, avoiding statistics, in the hope that the 
theme may iemain long after figures have been forgotten. 

One other feature seems to justify my effort. It is the whole- 
some dread with which this complication is regarded by the vast 
body of general practitioners, and this is not to be wondered at 
considering how often a ‘failed forceps’ case is associated with 
an occipito-posterior presentation. 

At the outset I wish to state that patients having this complication 
can be divided into four groups, not separable by any line of clinical 
distinction but having, nevertheless, characteristics sufficient to 
warrant the division. 

They are as follows :— 

(1) Elderly multiparce with pendulous uteri, whom the posterior 
concave surface of the uterus is much better adapted to the convex fcetal 
back, and in whom the pendulous uterus throws the occiput directly 
into line with the axis of the brim. (see Fig. 1). 


86 Journal of Obstetrics and Gynecology 


In such patients the occipito-posterior position is solely duc to the 
adaptation of the foetus to its surroundings, the prognosis as regards labour 
is excellent, and the final rotation of the head will in all cases depend on 
the degree of integrity of the pelvic floor when the head reaches it. 


(2) Cases in which the pelvis is of average size, and the feetus either 
small or premature. In these the head not uncommonly passes over the 
pelvic floor and is delivered as a persistent occipito-posterior without any 
appreciable trauma to either mother or child. 


(3) Primiparee with slightly reduced external pelvic measurements and 
abdomens of average size at term, in whom, nevertheless, the head of the 
child has not entered the brim of the pelvis before labour, thereby creating 
a suspicion of disproportion. In many of these cases labour is induced at 
varying periods before term, primarily on account of suspected dispropor- 
tion, and secondarily through a subconscious fear, which has been inculcated 
down the ages, as to the difficulties in labour when a small pelvis is 
additionally complicated by an occipito-posterior position. 

That the fear is to some extent uncalled for, I shall attempt to explain 
later. 


(4) This group comprises the majority of the cases dealt with in this 
paper. In this group, the head is fixed, having entered the brim as ai 
occipito-posterior late in pregnancy, to which may be super-added the com- 
plications of overcarrying, excessive fat on the part of the individual, or 
a pelvis of funnel shape, any or all of which features may produce dystocia, 
The ability of the practitioner to give a prognosis in these cases is rendered 
the more difficult by their very clusiveness, since, as I have stated above, 
the head seems compatible with the pelvis at the onset of labour. 


One condition alone regarding the preliminary diagnosis is 
common to all the above groups, i.e. that when first seen before 
labour begins the back of the foetus is posterior, a fact which is 
sasily demonstrable by finding no resistance to one or other side 
of the umbilicus, the back having receded, in all but the pendulous 
cases, into one of the para-vertebral gutters at the side of the 
vertebral column. 


By the use of the third grip a variety of palpatory findings can be 
made out; further, it is by this grip alone that complete occipito- 
posterior positions can be diagnosed, i.e. by grasping the forehead 
between the examining finger and thumb, when the head will often 
feel unduly small for the period of pregnancy, a diameter in the 
vicinity of the bi-temporal being the one encountered. 

A finding such as this is the rule in the first and fourth groups, 
but in the case of the primipare in whom, as I have stated, the 
head is high, unfixed, and, owing to the absence of brim control, 
correspondingly unflexed, the examining hand generally encounters 
a diameter little short of the occipito-frontal, and the head therefore 
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seems excessively large. This is solely on account of its unflexed 
attitude, and if doubt exist, consideration of the general size of 
the abdomen, which, as a rule, is not excessive, will allay any 
doubts on this score. 

Reference to the literature as to the incidence of occipito- 
posterior positions gives scant information, and this is not to be 
wondered at seeing the frequency with which the condition rights 
itself when the occiput comes under the influence of the pelvic 
floor. [Even in a clinic such as the Rotunda every patient admitted 
by night or by day would have to be seen and palpated by a 
member of the staff to give any idea of the real incidence. 

Dubois’ in 1,913 cases gives 63 per cent as left occipito-posterior, 
25.0 per cent as right occipito-posterior. 

Pinard*in a series of cases gives tt per cent as lett: occipito- 
posterior, 38.8 per cent as right occipito-posterior. 

Williams! in a series of cases gives 9.14 per cent as left occipito- 
posterior, 11.68 as right occipito-posterior. 

These figures show such marked variation that little value can 
be attached to them. Working in the ante-natal department of 
the hospital | have been impressed with the frequency with which 
the back of the child is posterior. Ample evidence, however, is to 
hand in the hospital records of the cases in which dystocia arose 
in association with Occipito-posterior presentations, as well as those 
which ended spontaneously, or with the use of the forceps as 
persistent occipito-posterior. The fact, not to be lost sight of, is 
that if these cases alone were under review they would provide 
cause for alarm, whereas actually they are almost the only ones 
recognized, and this solely on account of the dystocia associated 
with them, all the rest having ended normally. 

In dealing with the subject of mechanism | would again draw 
attention to Fig. 1, in which the pendulous abdomen and occipite- 
posterior position exist together. | have stated how this attitude of 
the child is positively advantageous in labour, and a glance will 
show how this occurs. With the onset of labour the head begins to 
enter the brim, and contact of the nape of the foetal neck against 
the region immediately below the promontory maintains flexion 
until the occiput is deeply engaged. When full dilatation of the 
cervix occurs, the occiput impinges against the vertically disposed 
floor and glances to one side, rotation being thereby initiated, and 
its further completion must solely depend on the integrity of the 
slope which began the movement, that is to say, on the pelvic 
floor. Picture for a moment one of these very cases with a child 
situated in ulero as right occipito-anterior, or left oceipito-anterior, 
trying to enter the brim. Uncontrolled by the brim or any part 
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of it at the onset of labour, the uterus finds itself acting on a foetus 
unadapted to its surroundings, lying free; a foetus, further, in the 
resting attitude in which the head is set square on the shoulders, 
neither fully flexed nor extended. If such a patient by a faulty 
attitude allows her unsupported uterus to sag to one or other 
side, a face or brow presentation may occur unless alignment is cor- 
rected, and, further, even after full dilatation the head may still 
remain high and require the gentle guidance of the forceps to lead 
it through the brim. Thus, I repeat in the case of multipara: with 
pendulous bellies, an occipito-posterior position is positive 
advantage. 

Regarding the cases in Group 2, in which the child is either 
small or premature, nothing further need be added, the posterior 
position being accidental and having litthe or no effect on the 
actual labour. 

Passing to Group 3, the primipare in whom the head of the 
child is high and out of control of the brim before labour, but in 
whom the abdomen is of average size, | wish to stress an observa- 
tion to which | think insufficient importance has been attached, 
namely, that in these cases the position undergoes correction at the 
onset of labour, and the head passes the brim with the sagittal 
suture in the transverse. [ have already stated how, owing to the 
primary lack of flexion of the head and its height above the brim, 
the subsequent compatibility of the head to brim is often suspect, 
a feature which may not be ruled out even by pelvic examination 
under anesthesia. Two points at such an examination have, how: 
ever, impressed me in this type of case : 

(1) That the promontory is reached with extreme difficulty, 
if at all; and (2), that below the head the cervix is somewhat 
tapering or conical, which, with the slight) reduction in all 
the external measurements, points to some degree of sexual 
hypofunction. am inclined to attribute the height of the 
head to this conformation of the cervix as compared to the cup- 
shaped, well-applied cervix of the primipara, in| whom the head 
is fixed at a similar period of pregnancy. 

Haultain® has claimed the ability to convert a large percentage 
of these cases to an anterior postition of the occiput by the 
application of a tightly rolled bolster case to the abdomen on the 
side of the back of the child, the bolster case being held in 
place by a tight binder. | do not wish to criticize adversely 
any method of treatment for which so large a measure of success és 
claimed, but a similar series of successful cases has passed through 
the Rotunda without any such treatment, so T have been driven 
to the conclusion that, apart from correcting malalignment: of 
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the uterus as a whole, the success claimed is, at- any rate, worthy 
of control. The application of pads and binders may give a 
sense of support to a patient, may assist to bring a head under the 
control of the brim if the head is high to start with, but to alter 
the attitude of a child by pads, bolster cases and binders is surely 
an admission of failure to recognize the forces which are at work, 
and the thickness of living tissue and liquor amnii separating the 
foetus in ulero from the external air. 

Imagine one of these patients starting labour with the child 
out of control of anything except the uterus, with its head high. 
At each contraction the uterus tightens and becomes more globular, 
lifting the back of the child off the posterior abdominal wall, while 
at the same time flexing the child as a whole. The child thus slews 
round so that its back becomes lateral in position, and its head 
comes into control of the brim with a substitution of the biparietal 
for the sub-occipito-frontal as the diameter under such control. 

The head of the child then becomes better flexed, and since at full 
dilatation of the cervix it passes the brim with its sagittal suture in 
the transverse, its back does not alter to a position of right anterior 
or left anterior until internal rotation of the head on the pelvic 
floor has begun. 

Thus, such cases of primary occipito-posterior position undergo 
partial rotation in adaptation to the brim and as a result of uterine 
action while the foetus is altogether above the brim and at an early 
period in labour; this rotation being further advanced to right 
anterior or left anterior when contact of the occiput with the pelvic 
floor occurs, 

The spontaneous delivery rate among this group is influenced 
by the amount of actual pelvic contraction; for if the promontory 
can be reached with ease then the expediency of abdominal section 
will early force its attention on the obstetrician. 

Oligohydramnios also affects the primary correction in this group, 
the adventitious space in ulero being insufficient to allow of the 
adoption of a fresh foetal attitude, and as an alternative the uncon- 
trolled and unadapted occiput may be deflected to one or other iliac 
fossa, and, after a time, from the same lack of control, become 
hyperextended to a face or a brow. Excess of liquor amnii acts in a 
different way, since no effort at adaptation can succeed until after 
the membranes rupture, when the head descends against the cervix. 

In the case of the patients occupying Group 4, in whom the 
head of-the child has entered the brim as oceipito-sacral before 
labour and who present, not uncommonly, dystocia of unexpected 
severity, L wish to add some clinical features easy of recognition 
and of distinet help in clinical estimation. 
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The first point that requires emphasis is the elusiveness of 
these cases, owing to the apparent depth of the head early in 
labour. This fallacy can be avoided if care is taken in making the 
third grip when the patient is first seen; for though the head may 
seem, to the casual observer, satisfactorily far down, it is only by 
full relaxation of the abdomen and transference of the examining 
hand to a higher level that an unexpectedly large amount of the 
head is still found to be above the brim. This can be rendered 
evident by the administration of an anesthetic. The explanation 
of the occurrence requires a little further consideration, 

I have already stated that these patients have not infrequently 
pelves of masculine or funnel shape, and are themselves stout 
women whose very size deludes one as to the presence of dis- 
proportion. Overcarrying, or a tendency to produce large infants, 
adds to any disparity. The configuration of these patients’ pelves 
can occasionally be surmised by placing them in the left lateral 
position, and noting the distance separating their ischial tuber- 
osities. These may be found unduly close to one another, while 
diminution of the sacral concavity may be noticed on making a 
rectal examination, suspicion of funnel pelvis is therefore 
justified and can be confirmed by an X-ray picture taken from the 
lateral aspect. 

Consider now a child with its head lying as occipito-posterior 
and settling into such a pelvis. The head enters by the occiput, 
but in view of the general smallness of the pelvis it requires a 
relatively slight degree of descent to bring the head into the grasp 
of the brim. Palpation by the third grip therefore yields a sense 
of fixation, the size of the head appears average, or less than 
average, since the bitemporal is the diameter of the head 
encountered by the examining hand, and it is only by palpating 
higher up that the amount of the head above the brim can be truly 
estimated. [I have stated how such a measure may require 
anaesthesia. 

Taking the child into consideration as the intended passenger 
through such a_ pelvis, two considerations must be advanced 
as conducive to success. First, the degree of ossification of 
the head on which its resilience will depend, and, secondly, 
its adaptability as a whole. Regarding the first point, I have 
never found it possible to estimate the degree of resilience of a 
foetal skull until the time for delivery has come, or until the uterus 
has shown what it can do and has pulled the cervix upwards 
over the head. To estimate head resilience through a cervix, or 
even when the latter is partially dilated, is, to my mind, seldom 
possible. The second feature that of the adaptability of the body 
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of the child—is subconsciously realized by an increasing number 
of obstetricians at the present day. They deliberately, and with 
truth, state that by inducing labour at some date prior to term a 
smaller foetus, one with a more resilient head, can be obtained, 
but I feel that to substitute the word “‘thinner’’ for the word 
‘smaller’? would more nearly express the truth, for how much 
more easily can a thin, highly flexible foetus be born through the 
female birth canal than a chubby child at term, or a still chubbier 
child overterm, its adaptability having been lessened by the 
deposition of an excess of fat at every flexure. 

In considering the mechanism and management of these cases as 
a group, they have one thing in common with the group of patients 
having pendulous abdomens, i.e., that the occipito-posterior 
position remains unchangeable as such until the cervix is fully 
dilated, but for a different reason; for whereas the pendulous 
uterus carries an occipito-posterior position on account of the 
contour of its interior, these cases in Group 4 have occipito- 
posterior positions as an accidental occurrence, the head having 
settled into the control of the brim at some date prior to term. 
At the onset of labour, in the latter group, the degree of control 
exercised by the brim on the head is sufficiently powerful to prevent 
correction by any external means, and on the vaginal side the 
cervix acts as an efficient barrier to any attempts at correction from 
below. No option remains, therefore, save to allow such cases 
to continue, as they began, with the occiput behind. 

There follows a feature of labour in these cases which renders 
them an anxious problem to any practitioner called upon to deal 
with them outside hospital, namely, that labour is slow, and the 
explanation usually given is that the head is unable to descend 
and fill the cervix, thereby reducing the stimulus to the cervical 
ganglia. A similar type of labour is common among  primi- 
gravide with positions other than occipito-posterior; to men- 
tion a few, we have the recognized disappearance of pains in 
transverse lies if no arm prolapses, in face or brow or shoulder 
presentations which remain high, or in some cases of hydrocephalus 
when the child presents by the head. Let it be understood that 
in this connexion primigravida alone are being considered, for 
in the case of multiparee the uterus seers to be sensitized by 
previous successful experiences as to its capabilities, and may 
quickly pass into a condition of threatened rupture if the underlying 
cause is not dealt with. 

One might, with a considerable degree of truth, enunciate a 
law of the uterus applying to primigravide, namely: ‘That for 
labour once begun, to continue coordinately, and at normal rate, 
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a sympathetic control exists between the contractile body and the 
passive cervix, necessitating a suitable dilator which must continu- 
ally fill the cervix as increasing room is allotted to it by cervical 
dilatation, and that the coordinate nature of the fundal contractions 
is largely dependent on the evenness of the dilator.” 

Applying this law to the cases under review reveals the fact that, 
owing to the insufficient flexion of the head and, on that account, 
deficient adaptability of the whole foetal ovoid, its conditions are 
not fulfilled. Only when the child is fully flexed can they be ful- 
filled. In these cases labour progresses for a time, but impingement 
of the shoulders against the promontory unflexes the foetal ovoid 
and thereby unstiffens it, so that at each pain the flexion has to be 
partially made up again before the dilating head can adequately 
fill the cervix. The sympathetic control is thereby lost, and the 
membranes not uncommonly rupture early for want of a tight 
stopper in the cervix. 

ven at the present day the state of affairs following premature 
rupture of the membranes is referred to as dry labour ; every student 
is taught about it as one of the most malign of obstetrical con- 
ditions, but I have still to see the hot and dry vagina so often held 
up as a warning, and at late Caesarean section | have been surprised 
at the amount of liquor amnii in the uterine cavity. Have we not to 
reconsider our views on the function of the bag of waters and, in 
place of solely providing a hydrostatic dilator for the cervix, con- 
sider it as also supplying a hydrostatic buffer between the head and 
the cervix, preventing the latter, in small pelves, from being nipped 
early in labour at a time when nature is trying to lift the cervix 
from between the head and the brim ? 

Labour then in these cases proceeds slowly, and the head as 
slowly descends, but while doing so it is constantly subjected 
to pressure all round its circumference. The head, to a lesser or 
greater extent, vields to this pressure by moulding, becoming, as a 
result, an elongated oval, the occipital end of which is covered by 
a caput succedaneum of varying size. In considering the further 
progress of a case the actual distance to be traversed by any head 
which is fixed at the onset of labour must be borne in mind. No 
treatise | have ever seen has attached any importance to this point, 
and the newly qualified practitioner starts out on his career with, 
I believe, an exaggerated idea as to the distance from brim to outlet, 
The depth of the normal pubes from its upper to its lower border at 
the symphysis is four centimetres. Consider, then, a head in which 
the occipito-frontal diameter is 11.5 em, to begin with, capable of 
increase by moulding and caput formation to 12.5 em., and it 
becomes easily understood how such cases may remain brim con- 
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trolled and brim adapted for some time after the head has come ir 
contact with the pelvic floor. 

This is precisely the stage at which attempts are made at the 
present day to correct occipito-posterior positions, either manually, 
by the combined method, or with the forceps. I wish, therefore, 
to make a plea in favour of the methods practised in the Rotunda 
Hospital, namely, watchful expectancy and administration of 
sedatives, coupled, in the event of operative interference being 
necessary, with a most careful investigation to discover why nature 
has failed. I wish, further, to attempt to show how the dystocia 
which arises, if of sufficient degree to throw the guilt on the presen- 
tation, is seldom due to this factor, but to others, foetal as well as 
maternal, which no efforts at mechanical correction could possibly 
surmount. To do this the points favouring spontaneous delivery 
must be shortly reviewed, and | state that this will depend on the 
degree to which the birth canal, the uterine action and the foetus 
approach normality. 

Consider the birth canal first. It is commonly recognized that 
when a vaginal examination is made late in labour in the presence 
of an occipito-posterior position and a normal pelvis, the occiput 
will be found low down in the pelvis, but that behind it a large part 
of the sacral concavity is unfilled.* This is the result of the simul- 
taneous impingement of the shoulders against the promontory, 
throwing the head forward, and the pressure of the forehead against 
the pubes, which produces hyperflexion. The occiput therefore 
appears to be low because it is the region of the posterior fontanelle 
which first meets the examining finger, but the other end of the 
occipito-frontal diameter, the forehead, is still brim-controlled by 
pressure against the back of the pubes. Eventually, if there :s 
sufficient space in the sacral concavity, the head is enabled 
momentarily to extend a little and make use of the sacral hollow 
(exceptionally the head is born as a brow); the most salient feature, 
however, is that the forehead becomes freed from its pubic contact, 
and nature’s correction of the occipito-posterior position from now 
on depends on the effect of the pelvic floor on the occiput. 
Manual correction while the sacral concavity is unfilled) may 
succeed in multiparze whose tissues are relaxed, but in primigravide 
when the head has reached this depth it will have become brim 
adapted during the uplifting of the cervix, and will not vet have 
passed from brim control. Hence the obstetrician, at best, can only 
battle against the infinitely superior efforts of nature, for attempts at 
correction demand that the head shall be dislodged upwards and 
rotated ; moreover, that the shoulders shall also be rotated, since on 
their position the future position of the head must depend, This 
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manoeuvre is rarely possible, even under anzesthesia, using the 
external hand to bring the shoulders round as a combined move- 
ment; while working entirely from the vagina necessitates the 
passage of the whole hand above the head to bring the posterior 
shoulder round. The procedure is unwaranted for several reasons, 
chiefly :— 

1. Until the sacral concavity has been filled, nature has not had a chance 
to prove herself, or actual disproportion exists. 

2. The head has become brim adapted as occipito-posterior, and is likely, 
in view of this adaptation, to revert to its former position, as one so 
often finds in brow or face presentations of long standing. 

3. Any procedure which necessitates pushing the presenting part out 
of the brim, to effect a correction, introduces the danger of prolapse 
of the cord. 


The more nearly the pelvis is funnel-shaped the less will 
be the available space in the concavity of the sacrum in which 
natural or manual correction can occur, for the occipito-frontal 
diameter of the head becomes in such cases sufficiently long to 
extend across the interval between the pubes and the lower end of 
the sacrum. Manual correction in such cases is manifestly wrong, 
since a brim-adapted head is being already claimed for fresh adapta- 
tion by the outlet, and nature alone can offer a solution by shifting 
the caput which formed over the occiput in the first stage of labour 
towards the sinciput in the second stage, thereby diminishing the 
occipito-frontal diameter and allowing the head as a whole to pass 
from the control and adaptation of the brim to that of the outlet. 

Time and natural conformation to its surroundings are the only 
measures which will effect a truly obstetrical change in the position 
of the foetal head from occipito-posterior to either a deep transverse 
position of the sagittal suture, or an actual occipito-anterior, while 
if they fail the longest diameter to pass the outlet as a persistent 
occipito-posterior position will have been appreciably lessened and 
the danger of pelvic floor trauma correspondingly diminished. 

One consideration more I urge against manual correction in 
addition to the three already enumerated. 

It is one of the commonest fallacies to imagine that internal 
rotation of the foetal head occurs in mid-pelvis in any circumstances, 
normal or when the occiput is behind. A glance at the figures 2, 
3 and 4 appended will show how the movement of internal rotation, 
which begins when the head first touches the pelvic floor, is only 
completed when the head is half way through the vulva, and at a 
time when no doubt as to spontaneous delivery exists. The move- 
ment is, in fact, a very gradual one, rotation and pelvic floor 
dilatation going on together, 
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The remarks which I have made, alluding to the length of time 
during which the brim may be the controlling force on the head, 
should emphasize the value of bimanual examination under anzs- 
thesia before resorting to delivery. It is at this late period that this 
procedure reaches the peak of its efficiency as a diagnostic measure ; 
it teaches the practitioner and the student to transfer his or her 
attention from the vulva and vaginal examination to the abdomen 
and the third grip to find out how much of the head can still be feit 
from above the brim, to look at the vulva last, and then only to see 
whether actual stretching of the pelvic floor has begun. If so, outlet 
adaptation of the head has begun, delivery with the forceps will be 
possible, and the longer it is deferred, compatible with foetal ang 
maternal conditions, the safer it will be. It is not true to say, as 
has been suggested, that the longer the application of the forceps 
is deferred, the longer will the mother have been distressed by 
useless effort." 

If the conditions for the application of the forceps are not ful- 
filled, then Caesarean section must be seriously considered as a 
method of delivery; but if the cervix alone be the obstructing 
element, spinal anzsthesia, in certain cases combined with local 
cervical anesthesia, is worth consideration, more especially if the 
foetal condition is a dire one. Under the influence of the latter the 
last vestige of the cervix can be pushed above the head with ease, 
and wonderful relaxation of the pelvic floor is obtained. 

I] make no mention of version in the treatment, feeling that 
though it may be occasionally performed, and is always preferable 
to manual rotation, the forceps will succeed in the very cases 
for which version might appear suitable. Version unquestionably 
jeopardizes the life of the infant when its performance cannot be 
followed by extraction, 

In conclusion | wish to add what ts, perhaps, an unnecessary 
word of caution, It isin respect of the administration of Oxytocies tn 
any case of delayed labour in which such delay is due to uterine 
failure.’ The forceps is the only proper method of dealing with 
these cases. In occipito-posterior positions | have tried to show the 
presence of an occasional incoordinate factor, which the giving of 
oxytocics merely serves to increase, Not uncommonty this inerease 
oversteps the borderline of safety to mother or child and precipitates 
the gravest consequences by upsetting, beyond correction, that 
sympathy between cervix and body the presence or absence of 
which increasing experience teaches us all to revere. 

My thanks are due to the Master of the Rotunda for his kind 
permission to use the hospital records in writing this paper, and te 
Dr. Stella Henry for the three illustrations, 
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CONCLUSIONS. 

1. That dystocia in occipito-posterior position is in the main 
contined to group 4 of this paper. 

2. That failure to deliver with the forceps is due to undue 
haste and to the non-appreciation of Gibbon Fitzgibbon’s classical 
dictum : ‘‘ There are two varieties of forceps application, ‘high’ and 
‘low’: the former is more likely to be harmful than beneficial.’’* 
I should like to amplify it by saying: There are varieties of high 
forceps application, from ‘‘floating’’ to deeply sunken in the pelvis ; 
there is only one type of low, safe forceps application in which the 
head is on and distending the perineum. 

3. To separate success from failure when delivery is indicated, 
examination bimanually under anzsthesia is essential. Success 
will attend those cases in which, in the presence of all other conditions, 
the head can be pushed down until no longer palpable above the brim, 
Failure will attend those cases in which this manoeuvre demonstrates 
that the head is locked in the pelvis. 

4. I have advised watchful expectancy. The extent of this must 
always depend on the length of the second stage of labour, and must 
be unclouded clinically by the length of the first stage. 

5. When the cervix is fully lifted over the head, but the head 
is not showing at the vulva, it is sheer futility to leave the case 
until pulse, temperature, and foetal heart condition (not necessarily 
rate) demand intervention. Such is a condition of neglect. The 
ideal is to settle beyond doubt the reason why the head is not 
showing. This can sometimes be done without, but invariably 
with, an anesthetic. 

6. The bimanual examination involves the introduction of two 
fingers into the vagina; the routine use of the half hand in such 
cases is unnecessarily severe. 
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Some Concluding Remarks Concerning the Elective 
Evacuation of the Uterus at the End of Pregnancy. 


By Paurt Detmas, M.D. 


Professor of Midwifery, University of Montpelier, France. 


| 


AT a meeting of the Obstetrical and Gynecological Society otf 
Montpelier on the 28th February, 1928, | described a new and 
original procedure with the title, ‘‘The Elective Evacuation of the 
Uterus at the end of Pregnancy.’” By my method the uterus can 
be emptied at whatever time desired, even before term. This is 
accomplished without operative damage to the maternal soft parts, 
by using spinal anaesthesia which ensures adequate relaxation of 
the cervix. 


My communication caused fairly widespread attention in the 
medical press both in France and abroad. It was also brought to 
the notice of the laity by the popular press. I regret to say that 
my communication was frequently reported with many inaccuracies. 
The interest which it aroused among general medical practitioners 
and among obstetric specialists led to numerous communications 
to learned societies and to critical reviews in the obstetric press. 

From these now numerous criticisms three salient features may 
be picked out :—- Some consider that Delmas’ method, as they 
call it, is nothing more than a regrettable resurrection of accouche- 
ment force, which is of evil repute. Others consider that delivery 
under spinal anesthesia is merely a pleasant method of juggling 
with a slow labour. Others believe that my method is only safe 
in experienced hands. 


The unbiased reader will see that | am aware of the criticisms 
mentioned above. My views on the subject, however, have been 
so frequently misrepresented that I find it necessary to recapitulate 
my contentions in a final summary. My supplementary publication 
last vear, “‘One Year’s Experience of a New Technique of Elective 
Evacuation of the Uterus at the end of Pregnancy,’’ does not seem 
to have received much attention from those to whom it was 
specially addressed. 
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Il. 

It is evident, as an elementary scientific axiom, that complaint 
must not be levelled against any method unless the exact technique 
of the method has been followed. It is absurd to criticize the 
Delmas technique when it has been employed for a woman who is 
not in labour, and even less than 36 weeks pregnant. It is absurd 
to exclude from a series of cases those which were actually treated 
during the course of labour. It is absurd to criticize the Delmas 
technique when the anzesthetic employed was of different efficiency 
and dosage from the one advised. Some writers have, wittingly or 
not, confused the word “contraction”? with the words ‘‘contracture”’ 
and ‘retraction.’’ These terms were previously carefully defined, 
especially with regard to operative needs. Others appear to 
have used the method in spite of definite contraindications; for 
this the operator and not the method must be blamed. Yet others 
blame the method for the consequences of their own incapacity 
and brutality. Sometimes the method has been blamed because 
it has failed to save a moribund patient, or to prevent the death 
of infants who had perished from ill-chosen or clumsy methods of 
extraction. .\ few have dared to attribute to my procedure any and 
all kinds of subsequent complications, even those which occurred 
days afterwards when the effects of the anzesthetic had long since 
disappeared. — Into such numerous and venial errors have the 
critics of my method fallen. 

Having delivered myself thus, a polemic being far from my 
thoughts, I will now review the present position. 


So far as I have been able to understand, the emptying of the 
uterus by my method depends upon the action of the spinal cord 
upon the musculature of the female genitalia. This action pro- 
duces a relaxation, or, more properly, a softening, which extends 
from the uterus to the perineum. The method may conveniently 
be described in three stages, namely, the induction of anaesthesia, 
the method of digital dilatation of the cervix, and the delivery. 
The induction of anesthesia. 

Let us consider anesthesia by the spinal method. This is not 
so much a means of producing a loss of sensation as it is a way 
of modifying the intrinsic innervation of the uterus. By means 
of the spinal anesthetic a physiological division of the sensory 
nerves prevents the passage of stimuli from the periphery. 
Concomitantly the passage for motor impulses is barred, and the 
uterine contractions are reduced. 1 do not claim any originality 
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in the use of this procedure although, I believe, I am the first 
to have put it to systematic use in obstetrics since 1918. | am 
ready to admit that even to-day many people are opposed to spinal 
anesthesia on a priori grounds. They are hostile to any procedure 
which brings a therapeutic agent into contact with the spinal cord, 
which nature has thought fit to protect in a strong membrano- 
osseous canal. Without holding this extreme view other critics 
emphasize the good results that have been obtained with other 
drugs which yielded a satisfactory state of narcosis. Frankly, 
most of the critics in these two groups have already passed their 
sixtieth birthdays. To-day it is unreasonable to look upon spinal 
anesthesia as a last refuge when the patient is in extremis. Apart 
from infectious conditions this is no longer true. Clinical observa- 
tions have shown that in spite of its effect in lowering the blood 
pressure the procedure is quite safe even in patients with a minimal 
blood pressure. 

I must describe the technique emploved. The methods are as 
numerous as the authors who describe them, the only common point 
being the use of the sub-arachnoid route. The procedure which 
I have advocated for more than ten years (cf. A meeting of the 
Obstetrical and Gynzecological Society of Montpelier held on the 
2nd April, 1919) is both reasonable and physiological. When used 
the patient receives back some of her own cerebro-spinal fluid 
after it has been mixed with the chosen analgesic. I have never 
had a difficulty nor a disaster, nor, indeed, any alarm whatever 
with this technique, although I have treated over 1,000 patients. 

I have no desire to disregard the cases which have proved 
fatal, and we have just heard of such a case from M. Gaujoux: 
mavhap I shall meet with a similar case to-morrow ; but | confess 
I have some difficulty in understanding how such things happen. 
If anything were to go wrong I am convinced that the inhalation of 
amyl nitrite would be sufficient to counteract the vaso-constriction 
of the medulla, which is supposed to occur in these cases. 
Artificial respiration and intracardiac injections of adrenalin would 
not be necessary. 

Everyone will admit the action of spinal anzesthesia on con- 
traction and retraction. 

Spinal anzesthesia does not inhibit either contraction or 
retraction, which, in fact, are usually increased. This can be seen 
during the operation of Cwsarean section. Because of it IT have 
often decided to deliver with the forceps in cases which I should 
previously have treated by version. 

To obtain satisfactory results it is essential to give a sufficiently 
large dose of the analgesic drug. A ticket from Paris to Avignon 
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does not entitle its holder to travel to Nice. The inference may 
be drawn from the stories of failure and partial success. If the 
technique of spinal anesthesia is properly carried out its effect 
on uterine tone is at once demonstrable, and it is therefore now 
justifiable to pass on to the second stage—the method of digital 
dilatation of the cervix. 


The method of digital dilatation of the cervix. 

To obtain complete dilatation of the cervical canal | favour he 
method of Celso—manual dilatation, beginning first with one 
finger, then with two fingers. This method can be employed no 
matter how long the cervix may be. If it is used the presenting 
part does not change; and its great advantage is that it is a com- 
plete safeguard against rough handling. Dilatation is produced 
more by persuasion than by force. | have always been careful 
to explain that when there is any doubt as to the degree of softness 
of the cervix it is wiser not to proceed further. I have given 
examples of such cases. With regard to the time factor, which 
has been so frequently emphasized by others, | have always main- 
tained that it is of secondary importance. Dilatation is usually 
complete in from 10 seconds to 10 minutes. The desire to show 
off should always give place to the need for avoiding any injury 
to the birth canal. 

The great ease with which intrauterine manipulations may be 
carried out is one of the many advantages of spinal anesthesia. 
By its use | have been able to perform internal version several 
days after the membranes had ruptured. I fail entirely to 
understand how any cervical lacerations can occur during these 
procedures, and still less that they should have been such as to 
require suture. If the cervix of a primiparous patient is compared 
with that of a multiparous patient it can be seen that slight 
abrasions must sometimes occur even in normal and correctly 
conducted labours. 


The delivery. 

The point, which has reference to the extraction of the child, is 
not one with which I am specially concerned. Version and the 
application of the forceps are classical obstetrical operations ; they 
must always be used judiciously—the forceps when the presenting 
part is engaged, and version when the presenting part is not 
engaged. It is incredible how supple the uterus becomes under 
the influence of spinal anzesthesia, even long after the membranes 
have ruptured and the uterus is bordering on tonic contraction. 
With a spinal anesthetic, version is easy to perform in such cases. 
In some cases of early rupture of the membranes the draining 
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away of the liquor amnii causes strong contraction. This has 
been quoted more than once since the classical case of Coll de 
Carrera. In these circumstances it would be absurd to attempt 
any intrauterine manipulation because the foetus is lying in a 
cavity the walls of which are closely applied to it. It is better 
either to wait until this hindering retraction has disappeared, or, 
if the case is urgent, to make use of the paralysing action of 
narcotic drugs. In my opinion this is always dangerous. It is 
safer to wait until the uterus relaxes. 

In cases in which there is any solution of the continuity of the 
birth canal the operator is to blame for not foreseeing the possi- 
bility of this occurrence, and for not modifying his procedure 
accordingly. 

In the same way the operator is to blame if the child is delivered 
asphyxiated or dead, provided it was alive at the beginning of the 
interference. These cases are few in number, but the criticism 
holds. 

Many such cases are those of children who have been bled white 
by the presence of placenta praevia. Most of the others are 
sacrificed in a pelvis which is too small for them. In these cases 
the operator has erred in his estimation of the dimensions of the 
mother’s bony pelvis, and for these my method is unsuitable. 


All the above remarks must be considered as being supplemen- 
tary to, or a paraphrase of, my first communication. If it is 
devilish to persist in error there is no reason to modify a method 
which has proved unassailable in practice. 

I must now make a few remarks about the applications of my 
technique. In contrast to the statement made by inaccurate 
critics, it is, as | have emphasized from the first, a method for use 
in certain selected cases. It is not intended that it should be used 
as a routine. Three years ago | detined my attitude, stating that 
the procedure was indicated ‘tin cases in which failure to interfere 
was unjustifiable, and in which the artificial emptying of the uterus 
seemed to be necessary or, at least, desirable.’’ But the facts speak 
for themselves. 

In my hospital work my method has been used 124 times only 
in 2,800 labours during the past four vears. I have, therefore, 
employed it in four per cent of the cases, Nothing could be more 
unreasonable than to describe this as “ta systematic juggling with 
a physiological act by a conjuring trick.” 

The indications are the same as [ have advocated from the 
beginning. Experience has shown that placenta praevia constitutes 
the most important indication, but any case is suitable in which 
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it is desirable to empty the uterus at a given moment. Among 
these are foetal distress, eclampsia, a displaced vertex, amniotic 
infection or dystocia from foetal or maternal causes. 

1 do not differentiate between cases seen before term or at 
term when considering the indications for operation. About 6c 
per cent of my cases, however, were seen before the onset of labour. 

My results are in keeping with those already published. 1 have 
not lost any cases; one woman died of puerperal septicamia, but 
this does not come into the discussion at all, regrettable as it 
was; this case has already been mentioned. | have never seen 
post-partum hemorrhage after using my method. | cannot help 
wondering whether the reported cases of post-partum haemorrhage 
were not, in reality, either cases of hemophilia or unrecognized 
or. unacknowledged cases of rupture of the uterus. 

With regard to the children, those who were living at the 
moment of intervention have survived. 

After three years’ experience I consider myself justified in 
maintaining my original attitude. There is no reason why, in the 
hands of genuine and properly qualified specialists, if they are 
sufficiently experienced clinically to recognize appropriate and 
definite conditions, the method should not give the same results 
in their hands as in mine. My practice has been conducted 
in the full publicity of the University Clinic. Any other contention 
is idle and a waste of time both for the reader and for the author. 
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On Pubioplasty. 


By Jarostav 


Chief Surgeon, Kromeris Hospital, Csechoslovakia. 


I have been engaged, since the year 1919', with the problem 
of how to enlarge permanently a contracted pelvis in the female. 
The principle | now advocate was suggested, as | have subse- 
quently verified, by Dr. Aitken in 1774. He did not himself 
perform the operation, but Galbiati did so in 1830, the mother and 
child dying. 

My first idea was to excise a piece of bone from the tibia and 
to insert it between the divided surfaces of the symphysis pubis, 
but fearing that the graft might die | abandoned the idea. It is 
true that Albee, in 1928, reported two cases in women who 
were not pregnant, in which the union was, so he said, very good, 
but I remain doubtful as to the justification forthe operation. I 


therefore attempted another method on the cadaver, making a 
frontal oblique monolateral division of the symphysis pubis. 1 
found, however, that the ends of the bones did not touch one 
another satisfactorily, so that their complete union did not seem 
likely (Fig. 1). Having considered different methods of dividing 
the symphysis pubis I finally narrowed them down to two groups, 


1. Pubiotomy in which the ends of the bones will be firm. 

(a) Transverse pubiotomy, in which the division is made in 
the form of a transverse Z (Fig. 2). The instrument used for this 
operation can be either a spiral trephine, a chisel, or a modified 
Dahlgren trephine forceps. 

(b) Frontal. »ubiotomy, in which the division is made in the 
form of a horizontal Z or a wave (Fig. 3). The instrument 
used for this operation is the wire saw. The wire is inserted 
behind the left pubic bone, close to the tuberculum pubicum. The 
soft parts below the symphysis pubis must be protected, and the 
limit of the osteotomy on the right side must be marked first so as 
to indicate the direction of the saw when the osteotomy is being 
performed. This method is an extension of that which 1 performed 
on the cadaver, as mentioned above. 

(c) Frontal oblique pubiotomy, an intermediate form between 
(a) and (b). The direction of this operation is more frontal than 
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transverse, and is also in the form of a horizontal Z (Fig. 4). 1 

have performed this operation with a chisel, but a spiral trephine 

would do just as well. 

2. Pubiotomy in which a middle fragment of the pubic bones will 
be mobile. | 

(a) The posterior frontal fragment is fashioned by introducing 
the wire of the saw vertically, near the tuberculum pubicum, and 
the left pubic bone is divided near the middle line of the symphysis. 
The same procedure is repeated on the right side. The separated 
portion of bone, which is attached to the abdominal muscles above 
and to the vagina below, is now sutured in front of the gap made 
in the pelvis, its relation to which might be compared with that 
of the patella to the lower end of the femur (Fig. 5). 

(b) The triangle fragment, in which the pubic bones are cut on 
each side with a wire saw from the outside and below to the middle 
of the symphysis above. The separated triangle of bone, attached 
to the urethra and vagina, is then drawn up between the divergent 
recti muscles and fixed in position (Fig. 6). This method is the 
easiest of all those described. 

The technical difficulties of the operation are greater in group 1 
than in group 2. Theoretically the union should be better in 
group 1. The triangle method secures a better enlargement of 
the pelvis. 

In devising any operation one must consider its anatomical 
relations, its technical practicability, and whether it will result in 
any physiological improvement. In my operation the following 
circumstances have to be considered. Although the union of such 
a bone graft as has been mentioned may be satisfactory, as reported 
by Albee, nevertheless many surgeons have reported a reabsorption 
of the graft, and if there is any suppuration in the wound necrosis 
is to be feared. I therefore prefer the operations I devised with a 
mobile fragment, since the fragment is not entirely separated 
from structures in its neighbourhood and thus it is much better 
nourished, and therefore a better union with the enlarged pelvis is 
guaranteed and the danger of interfering with the walking of the 
patient is lessened. 

As the operations I have devised run the risk of wounding the 
urethra or bladder the greatest care must be taken that the instru- 
ment which conducts the wire behind the symphysis is bent at 
the correct angle. It is also obvious that great caution must be 
used if the chisel or Dahlgren forceps are used. The avoidance 
of such complications is not difficult and I have never yet injured 
the urethra or bladder. 

Further experience has shown that unless the sutures keep 
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the edges of the separated fragment firmly in apposition until 
union has been established, there is the danger that the separated 
fragment will not lie flat, so that its two cut edges are not parallel 
and one or other projects forward. Forced inflexion, or infraction, 
of the points of bone during the operation correct this. The after- 
treatment is also very important, since when a patient lies on her 
back the enlargement of the pelvis which has been establisl.ed is 
somewhat counteracted by the pressure from behind. The danger 
of this can be lessened if a cushion is placed under the lumbar 
region and the feet of the patient are turned outwards. In spite, 
of this disadvantage I have always obtained a permanent enlarge- 
ment of the pelvis. The triangle method is, | am sure (always 
supposing that suppuration does not occur, and that the fragment 
is well covered and firmly sutured), the best method against the 
reduction of the enlargement. 

All the divisions of bone are made in the space between the two 
tubercula pubica in a space of four to five centimetres, otherwise the 
insertion of Poupart’s ligament will be damaged and a_ hernia 
will occur later. The danger of hernia is less with the triangle 
than the other methods. In contradistinction to those of de Costa 
and Schmidt my methods enlarge the pelvis in all directions, 
resulting in a very remarkable advantage in labour, and also can be 
performed during the labour. 


The Technique. 


1. The patient is placed on her back with her pelvis at the end 
of the table. Her legs are fixed with the thighs abducted and 
horizontal, the calves being flexed on the thighs. The vagina is 
not specially prepared. The surgeon, standing on the right side 
of the patient, makes a transverse or arched incision, with its 
convex surface upwards, at the upper edge of the symphysis. This 
incision is 10 to 12 cm. long and the skin in front of the pubic 
bones is (except by the triangle method) reflected downwards, 
being separated from the fascia, which is cut only in the situation 
where the bone is divided. If the operation is performed during 
pregnancy or labour the bleeding may sometimes be severe, but 
is easily controlled by pressure or ligature. | have never used 
styptics. 

2. In the frontal pubiotomy of the first group and in those of 
the second group the wire-saw is used. In the transverse method 
and the oblique frontal method of the first group and in the triangle 
method of the second group the spiral trephine is used. 1 tried 
the chisel in the oblique frontal and transverse methods but 1 ‘lo 
not advise its use. A modified Dahlgren’s trephine forceps is 
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better for the transverse and triangle methods than the chisel, 
which does not divide satistactorily the periosteum at the back 
of the symphysis and which is more likely to damage the bladder. 

3. After the division, the space between the cut edges of the 
pelvis is increased sometimes by vertical pressure on the two hips. 
The bones are then secured in their new position with silk or wire 
sutures, but as it is at times difficult to secure the bones in their 
new position, in the operations described in the first group, it is 
often necessary to bend or break the edges of the bones before 
apposition can be secured. 

4. At first | drained the wound so that any blood or pus that 
collected could escape, but I] have discontinued this step in the 
operation because of secondary infection which occurred from the 
lochia. If suppuration occurred | should evacuate the pus by a 
counter incision in the vulva after the lochia had ceased. 

5. In the former cases I left a catheter in, in the erroneous 
opinion (as [| believe to-day), to prevent the squeezing of the 
bladder between the bony points with movements of the body. 
But | abandoned this procedure later without any disadvantage. 
The regular emptying of the bladder is, nevertheless, necessary 
until the wound is healed. 

6. If the operation is being performed on a woman in labour 
a plaster bandage should be applied on the wound, and the patient 
placed in the gynecological position, after which the child is 
delivered with the forceps or by version. It may not be necessary 
thus to deliver the child; my reason for so doing was because I 
feared the effect of the anzesthetic on the child. It is to be noticed, 
however, that in the last case I report the child was delivered 
naturally three hours after the completion of the operation, 

Before the description of my cases some preliminary remarks 
may be useful. 

(a) The chisel should not be used. 

(b) I devised the operation of the mobilized middle fragment 
for cases of such extreme contraction that the measures mentioned 
in Group | would not have been sufficient to allow of the passage 
of the child. So far I have not met a case of this kind. The 
operation by this method is, however, so easy that I think that it 
should be the operation of choice in all cases of contracted pelvis 
in which pubiotomy is warranted. 

(c) The retained catheter should not be used. 

(d) The child can be allowed to be born naturally. 

(e) In cases of puerperal infection the uterus should be con- 
tinually drained, and four times daily irrigated with 5 to 10 per cent 
alcohol (dropping irrigation). 
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(f) All the operations described should be performed in a 
properly equipped hospital, and never in a private house. Even 
in such a hospital suppuration of the wound is not infrequent when 
the operation is performed in pregnancy or labour. 

(g) I am of the opinion that one or other of the methods I 
describe will be the means of preventing a very great number 
of Czesarean sections in cases of contracted pelvis, because ry 
operations are more rational. A lasting enlargement of the pelvis 
is obtained and the risk of rupture of the uterus in a subsequent 
pregnancy is obviated. 


(h) If the precautions I mention are taken there should be no 
danger to the life of the mother or child. The only fatal case I had 
was that of a patient who was admitted with a temperature of 
38.6°C. and who died from pyelonephritis, due to secondary 
infection. In this case leaving the catheter in and the drainage 
of the wound was perhaps unfortunate. 


CASES. 


Case 1. A.H. (No. 974 of 1921), 24 years old, primipara, suffering from 
gonorrhcea. Admitted 12 hours after labour started. The pelvic measure- 
ments were 25, 26.5, 28, 17 cm.; pains frequent; spontaneous delivery two 
days later, in spite of injections of pituitrin. To facilitate future deliveries I 
performed the operation of frontal pubiotomy. ‘rhe left pubic bone and a 
small part only of the right side were divided, as I could not guide the 
wiresaw in the required direction. The suture of the bones was thus 
difficult because it was my object to bend the bony points. In spite of 
strict asepsis suppuration of the drained wound followed, and the patient 
recovered only after two months. The final result was an enlargement of 
the pelvis to 18.5 cm. and a normal walk without limping. 


Case 2. F.C. (No. gto of 1922), a primipara, aged 28. Labour started 
48 hours before admission, the outside doctor being unable to extract 
with the forceps. She was admitted with a fever of 38.6°C; her measure- 
ments were 25, 27, 30, 16 cm. ‘The next day I performed the frontal 
pubiotomy with the wiresaw much better than in the foregoing case. The 
bony points were easily bent and sutured. The delivery was then easily 
accomplished by the forceps. In addition to the primary puerperal 
infection, suppuration of the drained wound resulted and a retained 
catheter produced, later, a cystopyelitis with final exudation in the knee 
joint. The patient died two months after the operation. 


Case 3. M.M. (No. 1799 of 1922). A 34 years’ old primipara admitted 
three days after the beginning of the labour Her measurements were 
25, 26.5, 28, 15 cm. ‘This time I performed the oblique frontal pubiotomy 
with a chisel and enlarged the pelvis very easily. The suture of the bony 
points was also without difficulty. The wound was dressed, the child 
delivered with the forceps and a retained catheter was used. The 
wound healed uneventfully, but in the second week the patient got 
a febrile cystopyelitis (39°C). This illness continued with some remissions 
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for two months. Meanwhile the pubiotomy healed with a thick callus and 
the patient began to walk in the tenth week without limping. She was 
discharged at the end of the third month, when the measurements of the 
pelvis were 26, 27.5, 29, 17.25 cm. After discharge she sometimes had 
a little fever with pains in the loins, A year after the operation the 
conjugate measured only 17 cm. (I remark on this occasion that the 
increase of the internal conjugate is commonly greater than that of the 
external, while the symphysis after the later disappearance of the callus 
is thinner than before the operation). At the Congress of Surgeons and 
Gynecologists at Prague in 1923, I demonstrated the normal walk of this 
patient and the disappearance of the pyelitis. After the vaginal explora- 
tion Professors Terie and Rubeska stated that they could not feel the 
sacral promontory. 


Case 4. F.G. (No, 1560 of 1923). A 21 years’ old primipara, adinitted 
as an incipient delivery, but her pains soon ceased. The measurements 
were 24, 25, 27, 15.75 cm. (an infantile pelvis), the uterus reached the xiphoid, 
I performed a frontal oblique pubiotomy ten days later with a chisel, pre- 
suming that the delivery would take place three weeks later. The operation 
was more difficult than in Case 13. <A retained catheter was used 
and the wound dressed The recovery was uneventful, and the patient 
was delivered ten days after the operation, very easily, in three hours, 
without any injury. After the delivery a little secretion from the wound 
appeared, the latter healed two months later. In spite of this the patient 
began to walk seven weeks after the operation, and her walking was soon 
normal, The measurements when the patient was discharged were 25, 26.5, 
28, 17 cm. The patient was also demonstrated at the Congress of 
Prague, where Professors Terie and Rubeska ascertained the enlargement 
of the pelvis by vaginal exploration. The promontory could not be felt . 

Case 5. M.S. (No. 779 of 1924). Primipara, 22 years old, of very small 
stature with a marked tuberculous kyphosis, with measurements of the 
pelvis 25, 26, 28, 17 cm. After 36 hours of vain labour pains I performei 
the oblique frontal pubiotomy with a chisel and sutured the wound with- 
out drainage. After this I performed podalie version and extracted the 
child who weighed 3,900 gr., his head being 11 cm. in diameter and 34 cm. 
in circumference. The recovery was uneventful, and the patient began to 
walk four weeks after the operation. In consequence of an attack of 
pleurisy she remained in hospital seven weeks. Her walk was then normal 
and her measurements 25, 27, 30, 18 cm. In the year 1927 she was admitted 
again with a premature delivery; the child was 37 cm, in length and 1,800 
yr. in weight. 

Case 6. H.D. (No. 1013 of 1924). Primipara, 20 years old, was imbecile ; 
admitted on the third day of labour. She was of small stature, badly 
nourished ; there was tuberculous infiltration of both lungs. The measure- 
ments were 24, 26, 27, 16 cm, I performed the oblique frontal pubiotomy 
with a chisel and then sutured the bones. I extracted the child by podalic 
version : the head measured 11 cm. in diameter and 33 cm. in circumfer- 
ence. In spite of a temperature (39.1°C.) in the first week the wound healed 
by first intention. After a fortnight I found but little increase of enlarge- 
ment (24.5, 26.25, 2y, 16) I, therefore, turned the patient on her back and 
abducted her legs and put a thick pillow under the loins to get a lordosis 
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and so greater enlargement. The patient began to walk at the end of 
the fourth week but escaped from the hospital secretly, so that we have 
not the final measurements of her pelvis. 


Case 7. 1,.V. (No. 1320 of 1924). Frimipara, aged 27 years. Admitted 
three days after the beginning of labour with a temperature of 38.1°C. She 
was often examined before admission. Small stature. Measurements of 
the pelvis 26, 29, 32, 16 cm. Meconium was being passed, the uterus was 
tetanically contracted. The oblique frontal pubiotomy with a chisel was 
immediately performed, and after the bones were sutured the child was 
delivered by podalic version. It was seriously asphyxiated but recovered. 
It weighed 3,400 grs., the head measured 11 cm. 35 cm. The increase of 
the external conjugate was only 0.5 cm.; the internal conjugate was 
certainly greater in consequence of the attenuation of the symphysis. The 
other measurements remained unchanged. 


Case 8 A.C. (No. 1570 of 1924). A peasant woman, aged 27 years, who 
had had four children, was admitted 36 hours after the beginning of the 
labour pains, having been examined many times by the physician and the 
midwife, She was of very small stature ; the measurements of the pelvis were 
24, 27, 31, 16.5 cm. The head incumbent and little impacted but relatively 
too large. I performed the oblique frontal pubiotomy with a chisel, but 
the resulting enlargement was only small because the internal periosteum of 
ligament was, perhaps, not thoroughly cut. Version and extraction of the 
child was therefore difficult, and the child was dead when extracted. It 
weighed 3,500 grs. The convalescence was feverish (up to 38.5°C.) The 
wound suppurated and a thrombosis prolonged the recovery. The patient 
was discharged two months after the operation with final measurements 
of 24.5, 27.5, 31, 17 cm. and walked well. 


Case 9. A.B. (No. 927 of 1925), aged 23, a primipara, whose labour 
pains began three days before. The rupture of the membranes and the 
passage of the liquor amnii began 12 hours before admission. The 
physician tried extraction with the forceps in vain, The measurements 
of the pelvis were 21.5, 25, 26, 16 cm. I at once performed the oblique 
frontal pubiotomy with a chisel and the enlargement of the pelvis was 
again very difficult. The delivery was finished with the forceps, the 
child weighed 3,600 grs. Rupture of the perineum of the second degree 
resulted. The recovery was, nevertheless, uneventful. The patient began 
to walk at the fifth week and was discharged with the final measurements 
of 22, 26, 29 and 18 cm. 


Case 10. K.Z. (No. 1322 of 1927), 30 years of age, a servant of small 
stature, an imbecile. She was eight months pregnant, her measurements 
were 25, 28, 29, 10 cm. The top of the uterus receded at the ribs, the 
head of the child was mobile above the entrance of the pelvis. I per- 
formed the oblique frontal pubiotomy with a chisel. The divergence of the 
pelvis was 3 cm. The imbecile patient was very restless and pulled the 
bandaging down so that she had to be tied fast to the bed. The wound 
suppurated for a fortnight. The twentieth day after the operation a spon- 
taneous labour intervened and was rapidly completed in three hours 
without any rupture of the perineum, but with a great atonic post-partum 
hemorrhage which stopped after the injection of ergotin. In the 
afternoon there was still a little bleeding and a second injection was given. 
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In the night the bleeding returned but the deputy surgeon did not consider 
it serious and did not notify it. Tamponade of the uterus and blood 
transfusion did not save the patient, who died the next afternoon. The 
child weighed 3,200 grs. and was healthy. 

Case 11. M.N. (No. 1371 of 1927), aged 35 years, was admitted 18 hours 
after the commencement of the labour pains. She was of small stature, 
her pelvis measured 22.5, 26, 27, 16.5 cm. The head of the child was 
moveable close to the brim of the pelvis. I at once performed oblique 
frontal pubiotomy with a chisel. The very fast bleeding was stopped by 
sutures and ligatures. After the pubiotomy an injection of pituitrin was 
given. ‘Three hours after the operation the child was born and weighed 
4,020 grs., 53 cm. in length, the diameters of the head were 9.5 and 11 
em. The wound healed by first intention. The patient was discharged 
four weeks after the operation and had a good painless walk. Her final 
pelvic measurements were 24, 27, 28, 18 cm. There was frequency of 
micturition but no cystitis. 


CONCLUSIONS. 

It is evident that my procedure will obviate a very great number 
of Ceesarean sections in cases of contracted pelvis, because it is 
more rational: a permanent enlargement of the pelvis is obtained 
and the patient is thenceforth not threatened by any rupture of the 
uterus at a later pregnancy. That my operation is a most important 
alternative to Caesarean section in cases of contracted pelvis is best 
illustrated by Miller? who says: ‘‘The performance of Czesarean 
section by no means terminates the surgeon’s responsibility. Once 
he has performed it he has charged to his account that woman’s 
obstetric future, and he is responsible, at least morally, for what 
happens to her in subsequent pregnancies. The scar is always a 
hazard as long as she is able to conceive, and, since Gamble’s 
disturbing investigation, we have no definite criterion by which to 
estimate its strength. We do not know what the exact percentage 
of rupture is, nor, even more important, do we know when it is 
likely tooccur... An operation designed as a life-saving measure 
has become a sort of medical boomerang, carrying with it 
a mortality which, since it is so largely avoidable, is criminal rather 
than tragic.”’ 

Any danger to life, | hope, will entirely disappear when the 
precautions T have mentioned are followed. The fatal case (No. 2) 
was not a direct sequel of the operation, since she was admitted with 
fever of 38.6°C. The final pyelonephritis was the cause of the death, 

I believe that the methods of pubiotomy I have designed will 


interest other surgeons, who will doubtless make improvements in 
the technique. 


1. “VHébostéotomie.’? La Presse Médicale, 1924, No. <5. 
2. Miller. Surg. Gyn. and Obstet., 1929. 
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Ovarian Tumours. 


A Ten Years’ RECORD OF 547 CASES. 


By V. B. GREEN-ARMYTAGE, M.D. (Bristol), F.R.C.P. (Lond.), 
F.C.O.G., Lieutenant-Colonel, 1.M.S. 


Professor of Midwifery and Gynecology, Calculla Medical College; 
and Surgeon to the Eden Hospital for Women, Calcutta. 


I po not know of any existing statistics which deal with the fre- 
quency and operation results of tumours of the ovary in India; 
therefore it may serve some useful purpose to recount personal 
experiences over the period of the last ten years; for tumours of the 
ovary are most frequent in tropical and sub-tropical countries. For 
the purpose of this paper my registrar, Dr. K. Dutta, has gone 
carefully through the medical history sheets and my private records 
of all cases operated upon at the Eden Hospital and in private 
practice from January 1919 until June 1930, and has recorded those 
only which were, pathologically, tumours of the ovary. 

During this period 13,422 gynecological patients were admitted 
into hospital. Of these, 437 had tumours of the ovary proper, 
which make a percentage of 3.25. During the same period 110 
patients were operated upon for broad ligament or fimbrial cysts. 

It isa common error of practitioners in India to consider tumours 
of the ovary as of small importance and little malignancy, with the 
result that tumours are allowed to persist until they reach enormous 
proportions, indeed, proportions which are unbelievable in Europe 
to-day but which were seen by Lawson Tate and Spencer Wells 
fifty years ago in Great Britain. The result of such procrastination 
in India is that patients arrive in hospital often so cachectic that 
operation is fraught with great anxiety. Moreover, it is frequently 


found that, as a result of delay, malignancy has occurred in a simple 
tumour. 


NATIONALITY. 


Out of 437 cases of ovarian tumours 324 were in Asiatic patients 
of every nationality in the Peninsular, and 113 were in Europeans 
and Anglo-Indians. Of the 110 broad ligament cysts 90 were in 
Bengalis, and 20 were in Europeans and Anglo-Indians. 
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AGE INCIDENCE. 
Of the ovarian cysts there were: 


37 cases between the ages of 12 and 20 
20 and 40 

40 and 60 

60 and 70 

I case 70 and 80 


Of the broad ligament cysts there were : 
7 cases between the ages of 12 and 20 
78 ” 30 and 40 
9 40 and 6o 


PATHOLOGY. 

Of the ovarian tumours 38 were dermoid, 45 were papilliferous 

cysts, and 59 were definitely malignant (adenocarcinoma), 257 

were simple cysts, and of these 37 were cysts with a twisted pedicle 
containing blood, and 38 were chocolate cysts (endometriomata). 


MALIGNANCY. 


Out of a total of 437 cases 95 (i.e. 21.7 per cent) proved to be 
microscopically malignant, and of these 25 were totally inoperable, 
the abdomen being closed without anything else being done. 

These statistics are of peculiar importance to us in India, for 
in Déderlein’s clinic the incidence of malignancy was 10 per cent, 
whereas in Lippert’s it was 15.5 per cent. This high incidence of 
malignancy in my series of cases, namely, 21.7 per cent, justifies 
the opinion that the delay in coming to operation, so common in 
the East, predisposes to secondary malignant changes. 


MortTALity. 


The death rate for 342 benign ovarian tumours was 10, or 2.9 
per cent. The death rate for the malignant ones was 23 out of 95, 
or 24.2 per cent. Of the 110 broad ligament cysts the death rate 
was eight, which is 7.27 per cent. ay 


OVARIAN CysTs COMPLICATING PREGNANCY. 

There were 15 benign cysts and one malignant cyst of the ovary 
complicating pregnancy. All of these patients were operated upon 
and all recovered without immediate abortion. The malignant 
case, however, died when she was seven months pregnant, of a 
recurrence in the lung. 
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Such statistics though wearying are, | consider, of prime import- 
ance from the point of view of the general practitioner, for there 
can be no question that early diagnosis and treatment would have 


saved the life of many of these patients who arrived too late ix 
hospital. 


OPERATIVE TECHNIQUE. 


] should like to stress some points of particular importance from 
an operative point of view; for 20 years at the Iden Hospital have 
given a clinical sense which it is difficult to overrate or describe. 

1. Never hurry the date of operation; keep the patient in bed 
until such time as her heart and kidneys function normally. These 
patients are frequently constipated and infected with worms ; there- 
fore, santonin and gentle purgation should be the rule on admission, 

2. With a view to inhibiting shock and assisting the heart 
muscle | give honey—an ounce three times a day, and a liberal 
diet for a week at least. 

3. These patients are frequently wizened and cachectic and will 
test to the utmost one’s clinical ability to gauge correctly their vital 
resistance. Before operation is begun, and from the first moment of 
anesthesia, I give intravenously one pint of a 20 per cent solution ot 
Martindale’s glucose at the rate of one dram per minute, and at the 
time of operation a long roller towel is placed around the patient’s 
waist immediately below the costal margin. One dresser takes each 
end, and as the tumour is removed or emptied gentle compression of 
the abdomen is made by pulling upon the towel. By this means 
the abdominal pressure is maintained and the filling up of the 
splanchnic vessels, due to a negative pressure, consequent upon the 
emptying of the abdomen, prevented. Moreover, by this means 
any sudden movement of the heart downwards as a result of release 
of tension upon the diaphragm is prevented. I am sure that this 
simple procedure is one of great importance and should not be 
forgotten. 

4. In the case of very large tumours the pressure on the dia- 
phragm may be so great as to be the cause of cyanosis. In such 
a case open ether and oxygen are given, with the patient in a 
slightly prone position and not the Trendelenburg. Recently I 
have had excellent results from the use of avertin anzsthesia in 
such cases. 


I am very much indebted to Dr. Dutta, Registrar of the Eden 


Hospital, for the great labour entailed in looking up the history 
sheets. 
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THE KATHERINE BISHOP HARMAN PRIZE 


for the encouragement of Research into the Disorders Incident to Maternity, 


The Council of the British Medical Association is prepared to 
consider an award of the KATHERINE BISHOP HARMAN 
PRIZE in the year 1932. The value of the Prize is £80. 

The purpose of the Prize, founded in 1926, is the encourage- 
ment of study and research directed to the diminution and avoid- 
ance of the risks to health and life that are apt to arise in pregnancy 
and child-bearing. Competitors are left free to select the work 
they wish to present, providing the work falls within the scope 
of the Prize. 

Any medical practitioner registered in the British: Empire is 
eligible to compete for the Prize. 

Should the Council of the Association decide that no Essay 
submitted is of sufficient merit, the Prize will not be awarded in 
1932, but will be offered again in the year next following this 
decision, and in this event the money value of the Prize on the 
occasion in question shall be such proportion of the accumulated 
income as the Council shall determine. The decision of the 
Council shall be final. 

Each Essay must be typewritten or printed in the English 
language, must be distinguished by a motto, and must be accom- 
panied by a sealed envelope marked with the same motto and 
enclosing the candidate’s name and address. 

Essays must be forwarded so as to reach the Medical Secretary, 
British Medical Association House, Tavistock Square, London, 
W.C. 1, not later than December 31st, 1931. 
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Sn Memoriam. 


JOHN HAMMOND TEACHER. 


WE record with deep regret the death, on the 21st November, 1930, 
of John Hammon Teacher, M.A., M.D:, F.R.F.P.S.G., St. Mungo 
(Notman) Professor of Pathology in the University of Glasgow. 
At the October meeting of the Faculty of Medicine in the University 
Professor Teacher took an active part in the proceedings, anxious 
in the interests of his school, and almost apprehensive for the 
interests of his students. [lis special care was that the Medical 
School, and in particular the classes, should not be allowed to 
become so big as to prejudice the instruction of the individual 
student. [lis colleagues will do well to remember his last plea. 
When the Faculty assembled again in November the members 
came to the meeting front the Memorial Service to their devoted 
comrade. His illness was brief, his death a tragedy—-an over- 
whelming loss to the many causes he had so warmly supported. 

Professor Teacher was born in 1869, the son of a well-known 
Glasgow merchant. From Glasgow Academy he went to his home 
University, where he first passed through the rigid Arts curriculum 
of those days, and graduated M.A. in 1888. In the Faculty of 
Medicine he not only achieved great academic distinction but also 
proved himself a leader. [le was proud of having led a student 
deputation to the Directors of the Maternity Hospital to plead for 
greater facilities for clinical study in the Hospital. He graduated 
M.B., C.M., with high commendation, in 1893. 

Having held the usual resident appointments as House Physi- 
cian and House Surgeon in the Western Infirmary, he continued 
to frequent the scientific laboratories of the University. In the 
Pathological Institute he came under the influence of Professor 
Joseph Coats, and later held an appointment in the Physiological 
Department under Professor MecKendrick. In 1896 he went 
to Rio Tinto to devote a most interesting year to the anti-malarial 
campaign in that district. On his return to Glasgow he undertook 
the enormous task of arranging and cataloguing the anatomical 
and pathological collection bequeathed to the University by the 
great William Hunter. [lis descriptive catalogue, published in 
1900, is a perfect model, alike in its accuracy and appreciative 
comment. 
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By this time he had become deeply interested in gynaecological 
pathology, and, at a time when research scholarships were almost 
unknown and research grants quite unknown, he was able to devote 
himself to the painstaking research for which he is now famous. 
His first great original communication was given to the world 
through the pages of this Journal in 1go3—his paper on Chorion 
Epithelioma. So thorough and complete were his investigations, 
and so sound his conclusions, that little has been added to our 
knowledge on this subject since. For this brilliant piece of work 
his Alma Mater conferred on him the degree of M.D. with 
Honours, and as an indication of the special merit of bis thesis, a 
Bellahouston Gold Medal. 

He was now marked out as a pathologist of distinction. He 
joined the Staff of the Royal Infirmary as Pathologist; and in 
1g07_ he was appointed University Lecturer on Pathological 
History. He held, also, appointments as Pathologist to the 
Royal Hospital for Sick Children, the Royal Maternity and 
Women’s Hospital, and the Cancer Hospital, Glasgow. In 1909 he 
joined the Staff of the Roval Infirmary at Pathologist ; and on the 
foundation of the new group of University Chairs in that institu- 
tion, he was in 1gt1 appointed first occupant of the St. Mungo 
(Notman) Chair of Pathology. His duties at the Royal Infirmary 
were most onerous; he superintended the designing and equipment 
of the new Pathological Institute, organized a new staff, and had 
further to arrange for the new teaching responsibilities associated 
with the re-establishment of the Royal Infirmary as an integral 
part of the Medical School of the University. He was an indefatig- 
able worker, never sparing himself, and secured from his 
subordinates an equal devotion to his Department. 


John Teacher had no sense of self preservation. In the days 
of the war he was eager to undertake more and more work, as one 
after another of his assistants went to the field. Not only that, 
but as an old Volunteer Officer he felt it incumbent on himself to 
take part in home service, and spent his leisure hours of rest in 
guard and patrol duties. When the end of the war brought dis- 
tracting crowds of students to the Faculty of Medicine he gave 
valiant service, though concerned beyond measure lest the rush of 
students should prevent efficient individual teaching. 

In all this routine work he remained true to the study of his 
choice--he was the British apostle of Obstetrical and Gynecological 
Pathology. [le was quick to appreciate the importance of the very 
early human ovum (The Teacher-Bryce Ovum No. 1) secured for 
him by his old school-fellow, Professor Munro Kerr, and he col- 
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laborated with Professor T. H. Bryce in a most intimate study of 
the whole process of imbedding. This elaborate and masterly piece 
of work was published in 1908-—‘*The Early Development of the 
Human Ovum.’ Many years later, in 1924, he identified another 
very early ovum (Teacher-Bryce Ovum No: 2), to the study and 
description of which he devoted the same care and energy as he 
had given to the earlier specimen about 20 years before, There 
was never any falling off in the accuracy and completeness of 
Teacher’s work. 

As Pathologist to the Maternity Hospital he collaborated with 

Dr. Robert Jardine in investigating and describing the forms of 
cortical necrosis of the kidney associated with types of grave 
toxemia in pregnancy. With his surgical colleague at the Royal 
Infirmary, Mr. J. H. Pringle, and his old pupil, Professor Matthew 
Stewart, he studied and described cases of antemortem digestion 0: 
the oesophagus as a postoperative complication, associated with 
hzematemesis. 

In his long years of hospital work he had amassed a wonderful 
collection of specimens and preparations relating to obstetric and 

gynecological pathology. From his study of the imbedding of 
the ovum arose a special interest in the phy siological and patho- 
logical changes in the endometrium. The intricacies of this subject 
are appalling, but Teacher struggled on to find light’ He discussed 
the subject with the best known workers in this field in Europe and 
in America. By a tragic coincidence a short paper on this subject, 
which he read at the Wi innipeg meeting of the British Medical 
Association last year, appeared in the British Medical Journal the 
week following his death. Tle had crystallized his views not only 
on this problem, but on many other problems in gynecologica! 
pathology ; and, for some time betore his death, he had been busy 
with the preparation of a textbook on obstetric and gynecological 
pathology. Unfortunately, the volume was not complete, but 
enough had been done to warrant his friends in advising its publi- 
cation with the help of some of his collaborators. “The whole army 
of gynecologists is grateful that this memorial of the work of a 
past-master in pathological history will vet be established. 

John Teacher was imbued with a keen sense of public duty. 
He interested himself in the welfare of students, he was President 
of the University Athletic Club for many years, and was one of the 
chief agents in securing and preparing the new athletic grounds 
at Westerlands, Asa representative of the University on the Board 
of Directors of the Maternity Hospital he busied himself in arrang- 
ing better facilities for clinical te: iching within the Hospital, just 
as he had tiied to do for his own fellow-students almost 40 years 
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before. His success as a Director was fortunately much greater 
than when he pleaded the same cause as a student leader. Present 
and future generations of Glasgow students owe the establishment 
of many rights and the granting of many privileges to John 
Teacher and his loyal colleagues. For many years he interested 
himself in the work of the Marine Biological Station at Millport, 
and eventually served as a member of the Board of Management. 
He was a University representative on the Board of the Cancer 
Hospital, and was most helpful in reorganizing the services of that 
hospital to secure a wider utilization of radium therapy. 

John Teacher inherited an interest in yachting. He was an 
active member of the Royal Clyde Yacht Club and the Clyde 
Corinthian Yacht Club. In pre-war days he sailed in the old 
19-24 feet class, and when this type of yacht disappeared he 
published in 1926 a delightful historical ‘‘In Memoriam’’ volume. 
His allegiance was transferred to the 6-metre class, in which he 
took part in the international yacht races held on the Clyde in 
1928, when he sailed Finvola in the winning team. As recently 
as last summer, in the course of his visit to Winnipeg, he took 
part in his favourite pastime in American waters, and on his return 
he gave a most interesting account of American yachting to our 
local press. From his coast residence at Cove, fortunately within 
daily reach of Glasgow, he looked over the Firth of Clyde, dotted 
with those specks of canvas which he loved so much. 

For his many friends there remains an unspoiled picture. He 
was the very essence of precision, there was no detail too trifling 
for his consideration, and no investigation too prolonged if it 
appeared to have any bearing on his study. He formed his judg- 
ments very slowly, but having formed them defended them like 
a zealot. He had a most sensitive nature, which marked him out 
as an individual worker, cooperation was never easy for him. 
Pervading all was a tremendous sense of loyalty to his friends, to 
his colleagues, to his school and to any interest which he felt he 
should support. We all sympathize with his widow in her tragic 
bereavement. We ourselves grieve at the untimely loss of one of 
our most expert workers. 


James Hendry. 


Memoriam. 


JOHN EDWARD GEMMELL. 


By the death of John Edward Gemmell, on January 24th, gyne- 
cology and obstetrics have suffered a grievous loss. His last illness, 
an inexpressibly painful and protracted form of angina, was borne 
with the fortitude that was to be expected of him. For many months 
he was bed-ridden and steadily deteriorating, yet his bright spirit 
never failed and the cheery smile of welcome remained to the 
very end. 

Gemmell was born, 67 years ago, in Liverpool, and received his 
early education at the Liverpool Institute. His medical studies were 
undertaken at Edinburgh University and University College, 
Liverpool. After qualifying as a licentiate of the Society of 
Apothecaries in 1884, he graduated at Edinburgh in the following 
year. 


After holding resident hospital posts he acted as demonstra- 
tor in pathology and Holt tutorial scholar in physiology and 
pathology at University College, Liverpool. His appointment 
as Honorary Assistant Surgeon to the Hospital for Women, 
Liverpool, marked the beginning of a successful career in consult- 
ing gynecology and obstetrics, and quickly led to promotion to 
full surgical duties, with charge of beds, at that hospital and at the 
Liverpool Maternity Hospital. He retained these appointments 
until the close of the War, developing during that period a wide- 
spread practice as a consultant in diseases of women and obstetrics 
in Liverpool, West Lancashire, Cheshire, North Wales and even 
farther afield. For over thirty years he held the important post of 
Honorary Gynecological Surgeon to the Victoria Central Hospital, 
Liscard, and for a decade did yeoman service to teaching in the 
University of Liverpool as Clinical Lecturer in Obstetrics and 
Gynecology. Asa clinical teacher he excelled ; one felt how surely 
were his dicta based on close observation and very great experience. 
He was well endowed with the gifts of a progressive mind and an 
operative dexterity that almost hid itself in easy accomplishment. 
He contributed largely to medical literature in his own department ; 
several of his articles still remain standard references. 

When, at the age of sixty, his resignation from the Hospital 
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for Women was due, the question of amalgamation with the 
Samaritan Hospital was being discussed. To the great advantage 
of both Institutions he allowed himself to be persuaded to continue 
his full duties for two years longer, His active assistance in the 
negotiations which ended in amalgamation was almost pivotal in 
its importance, and it is good to recall that he lived long enough 
to see, at least, the outline in bricks of the new Liverpool and 
Samaritan Hospital for Women at present under construction. 

His immediate colleagues honoured him on two occasions (1903 
and 1925) by electing him President of the North of England 
Obstetrical and Gynecological Society. Perhaps even more did 
he appreciate his occupancy for two years (1920-21) of the Presi- 
dential chair of the Liverpool Medical Institution. He was, in 
fact, the first consulting obstetrician in Liverpool to attain this 
high office. The four Presidential addresses that these appoint- 
ments involved showed his broad outlook on life; to mention one 
alone, few who heard his masterly essay on ‘‘Music and Medicine”’ 
are likely to forget it. But he could equally have enthralled any 
audience with an impromptu talk on pewter or 16th century armour 
or the present position of obstetric training. 

During his Presidency of the Liverpool Medical Institution he 
inaugurated an endowment fund which, by his own personal effort 
and canvassing, reached the surprising total of five thousand 
pounds and thereby placed the Institution on a sound financial 
basis. 

Always a hard worker, he yet found time to express himself 
in interests outside his professional work. As one who knew him 
well has put it, his interests beyond his specialty were ‘‘in people, 
things and countries.’’ For many years he was surgeon to the 
Royal Naval Artillery Volunteers and later to the Royal Naval 
Volunteer Reserve ; this interest in the Auxiliary services was main- 
tained to the day of his death. It was a profound joy to him to see, 
a few years ago, his only surviving son, already well known in the 
specialty his father adorned, Colonel in command of the Liverpool 
Scottish Territorial Battalion. Ile was a Fellow of the Royal 
Society of Edinburgh, and a Fellow of, and ardent advocate for, 
the new College of Obstetrics and Gynecology, 

His passing leaves not only his specialty but his friends the 
poorer, The present writer, who has been associated with him for 
twenty-five years, recalls, above everything, the kindly and 
generous spirit of the man, the ever present readiness to help his 
juniors, his forceful personality when anything had ‘‘got to be 
done,”’ and the spontaneous happiness and inspiration of his home 
life, 
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The War brought tragedy to his wife and himself. His three 
sons all saw active service and two of them were killed) We can 
guess how he grudged them, for we know what they meant to him, 
but we know, too, the wonderful spirit that made him ‘‘carry on.” 


Leith Murray. 


Yo the members of the medica! profession and to many others in 
the north of England the death of Dr. J. E. Gemmell must have 
come as a personal loss. This feeling has been shared by most of 
us who are members of the North of England Obstetrical and 
Gynecological Society. Hl[e was an original member on the 
foundation of that society in 1890, and he rarely missed a meeting. 
It was in those early days that I first got to know him, and our 
friendship continued without a break until his death. His presence 
at a meeting, and at the dinner which always followed, brought 
with it an atmosphere of geniality and cheerfulness, After a long 
and full experience he had naturally formed definite opinions, but 
he was charitable in judging those who held different views, and 
he was always encouraging and generous to vounger men when 
they made their appearances at the Society. 

One always felt that he was a friend to be relied on; that he 
was steadfast and loyal to his friends and his colleagues. He was 
happy in his profession, happy in his friendships, but happiest 
of all in his family life. When the war brought tragedy into his 
life he showed a brave front to the world, but his intimate friends 
knew how deeply the wound had gone. Tle was sustained by the 
care and affection of his wife and surviving son, and by the 
brilliant record of the latter. 

From a long, painful and wearisome illness, death comes as 
a merciful release. But he will live in the memory of many as a 
man of a kindly, cheerful and courageous spirit, who in his time 
did much good work. 

A. Donald. 


BOOK REVIEWS 


Catalogue of the Lockyer Collection of Obstetric and Gynecological 
Specimens housed in the Museum of Charing Cross Hospital Medical 
School, 1930. John Bale, Sons & Danielsson, Ltd., London, W.1. 


Dr. CUTHBERT LOCKYER started, thirty-five years ago, a private museum of 
obstetric and gynzecological specimens, which he prepared himself. This 
collection, which includes 1,150 naked-eye specimens and 1,828 microscopical 
sections, with descriptions, in a cabinet, Dr. Lockyer has presented to his 
old school, the major portion in 1912. 

With the exception of a few rare pathological states, this collection fully 
represents the morbid anatomy and histology of gynecological diseases. 
In addition Dr. Lockyer pre ented his microscope. 

The donor has now edited and published the first catalogue of his 
collection, and this not only forms an index and classification of the 
obstetric and gynecological specimens, but by the information which is 
appended relative to each specimen the work aims at being a pathological 
commentary on diseases of women, and in this is most successful. 

To crown this remarkable gift Dr. Lockyer has provided a fund, under 
the care of ‘Trustees, for the purpose of maintaining the specimens and 
microscope in perfect condition. 

As the result of this 35 years’ devotion to his collection, Dr. Lockyer 
has rendered a signal service to the study of gynzecology, and the admira- 
tion which all must feel for such an achievement is well exemplified in the 
following extract from the Records of the Charing Cross Hospital, 1912 :— 

“The material described in this catalogue constitutes a unique collection 
of close upon 1,000 specimens, prepared by Dr. Lockyer at his own cost 
during the past 15 years and now generously presented to his old school 
and placed in its Museum under the title of the Lockyer Collection. The 
school desires to express its grateful thanks for this great gift, its cordial 
appreciation of the loyal spirit to the school manifested by it, and its 
tribute of admiration to him for the zeal and scientific spirit which has 
enabled him to prepare such a unique collection—the largest individual 
collection of museum specimens ever brought together by any one person 
since the collection of John Hunter, now contained in the Royal College of 
Surgeons’ Museum.” 


“Obstetrics.” By J. WHItTRIpDGE M.D. Sixth and enlarged 
edition. New York and London. D. Appleton & Co. Price : 40/- nett. 


In the compilation of the sixth edition of this well-known textbook, which 
is generally recognized as being one of the fullest and most masterly 
presentations of obstetrics in the English language, the author states that 
scarcely a page of the previous edition remains unchanged, and many oi 
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the sections have been completely rewritten: also 4o illustrations have 
been added, and many of the old ones replaced by new ones. It will be 
seen, therefore, that everything possible has been done to bring this edition 
up to date and to sustain the prestige which its predecessors have won. 
The book now consists of 1,157 pages, and, that being so, is really of more 
use as a reference book than as a general textbook for students and prac- 
titioners, though it is recommended for such in its sub-heading. As in 
previous editions there is a very complete bibliography at the end of each 
chapter, which makes the book particularly useful for reference. The book 
is carefully written and easy to read, but there are some discrepancies 
which would not benefit the British student at an examination: e.g. the 
definition given for ‘presentation’ is that which is taught in this country 
as ‘lie.’ If the remarks which follow seem to be mainly critical, it is not to 
be taken as detracting from a general admiration of the work. 

The book is especially good in its «etiological, pathological, anatomical 
and historical accounts, and, if one is allowed to differentiate, the chapters 
on extrauterine gestation, eclampsia, and contracted pelvis could hardly 
be improved upon. On the other hand, it seems strange that 120 pages 
should be devoted to contracted pelvis and only 25 pages to antepartum 
and postpartum hemorrhages, which, after all, are more serious conditions 
and therefore require a greater degree of knowledge, especially with respe-t 
to treatment by the practitioner. It is interesting to note that induction oi 
premature labour in contracted pelvis is never advised. 

On a careful examination of the book it would seem that the more recent 
work of British obstetricians has not been so fully examined and quoted 
as that of American and Continental workers. In illustration of this, I find 
no mention of Ballantyne in the chapter on Antenatal Care; of Browne’s 
work on the Causation of Accidental Heemorrhage; of Ley’s conservative 
treatment of Concealed Accidental Hemorrhage; or of either Remington 
Hobbs’s or Luker’s methods of treating puerperal sepsis. These are notable 
omissions of some of the recent work which obstetricians in this country 
have recorded in the last few years, and it is unfortunate that they should 
have occurred when a large amount of minor and less important work 
from America and the Continent has been included. These omissions 
certainly detract from the the value of the book in the British Isles. 

At the beginning of the chapter on Prenatal Care, the author states : 
“Prenatal care is one of the few creditable achievements of American 
obstetrics,”’ but the chapter which follows by no means fulfils this statement, 
as it is very short and by no means covers the field of antenatal care as 
practised in this country. For example, the absolute necessity of testing 
the urine at least once a week during the last month of pregnancy is not 
emphasized, and the question of raised blood pressure as a sign of toxeemia 
is not sufficiently dealt with, there not being any reference to the normal 
blood pressure in a pregnant woman, which is at least 10-20 mm. less 
than the normal in the non-pregnant. 

It is interesting to see that in 6,877 of the author’s cases the right 
occipito-anterior position of the vertex was the second most frequent 
position, occurring in 25 per cent of cases: it is to be hoped that teachers 
and other authors of obstetric textbooks will note this and cease to quote 
the right occipito-posterior as the second most frequent position of the 
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vertex, since the right occipito-posterior fallacy has surely been fully 
exposed by this time. 

The section on the hemorrhages left one with a feeling akin to dis- 
appointment, as it is more short and incomplete than the other sections, 
also the methods advised in both types of antepartum hemorrhage and post- 
partum hzemorrhage are very different from those recommended generaliy 
in the textbooks in this country. For example, Caesarean section is -he 
only treatment mentioned for concealed accidental haemorrhage. De Ribes’s 
bag is recommended as the treatment par excellence for placenta praevia, 
and, though bipolar version is included for cases in private houses, there is 
no mention of external version. The question of packing the vagina in 
placenta previa, in order to stop bleeding until the cervix is sufficiently 
dilated for other treatment to be done, is absolutely denounced, and the 
indications for Cresarean section in placenta praevia are much more strict 
than those recognized in this country. Reference to Willett’s forceps was 
conspicuous by its absence. With regard to postpartum hzemorrhage, if 
fundal kneading and the administration of pituitary extract and ergot 
fail, the author recommends immediate packing of the uterus, and he 
appears to lay more stress on asepsis in the treatment of this condition 
than on the stopping of the bleeding! 

The section on puerperal sepsis did not seem quite complete, especially 
in regard to treatment. As everyone knows, there is no specific treatment 
for this condition, yet in a book of this size, with its bibliography, one 
would have expected to find references to the various methods that have 
been vaunted from time to time by various writers, such as immuno- 
transfusion, glycerine, anti-scarlet fever serum, quinine, and other remedies. 
The treatment recommended is apparently to get the patient into as good 
a condition as possible, and to hope for the best. 

It must not be thought, however, that these criticisms detract much from 
the value of the book, as the majority of chapters are most full an1 
instructive, and the book still stands on its high pinnacle as the reference 
book in obstetrics without which no obstetrician’s library would be complete. 
Theodore Haultain. 


“Operative Gynecology.” By H. S. Crossex. 4th edition. T.ondon. 
Henry Kimpton; 1930. Price: 63/-. 

Gyn acoLoGy suffers from no lack of books of a systematic character, but 
those confined to the operative aspect are comparatively few in number. 
We therefore welcome the fourth edition of Professor Crossen’s work. This 
is now so extensive that more than 1,000 pages are required to carry the 
text and the numerous illustrations. Though no fundamental changes in 
pelvic surgery have occurred since the previous edition of five years ago, 
yet, to bring the book up to date, many revisions have been found necessary. 
These refer rather to details of technique than to complete alterations «f 
method, Four new chapters are included, cach of which contains material 
of considerable interest to the gynecologist. These deal with genital 
fistule, the urinary tract, the intestinal tract in relation to pelvic surgery, 
and anasthesia. Their inclusion gives the book an enhanced value, 
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The author has evidently kept before him two main principles : firstly, 
to describe in detail the operative procedures on which his large experience 
has taught him to rely; and secondly, to indicate in what circumstances 
surgical intervention is justifiable in the different disorders of the generative 
tract. 

When the author has deemed it advisable he has not hesitated to quote 
at length from the works of others whose experience in a particular field 
may be of more value than his own. Instances of this generous attitude 
of mind are found in the discussion on Baldwin’s operation for atresia of 
the vagina, and in the chapter on carcinoma of the vulva, in which Bassett’s 
work has been fully acknowledged. 

The opening chapter on retrodisplacement of the uterus is both long 
and interesting. More historical material is included in this section than 
in any other. The author’s views on the indications for operative inter- 
ference are sound, and they will be endorsed by most surgeons of experience. 
The literature on the vexed question of retroversion is extensive; it ‘s, 
therefore, a satisfaction to find the subject treated in a manner which 
reveals both clinical insight and common sense. 

Much space, too, is devoted to chronic cervicitis and its treatment. 
Operation is preferred in cases of marked laceration with cystic change; 
the cautery is reserved for cervices showing superficial changes, Carcinoma 
of the cervix receives a full measure of attention. Operation is undertaken 
only for the really early case, the preliminary application of radium being 
strongly advised. Whether this will prove the wisest procedure time alone 
will show; but many gynecologists will doubt the advisability of radium 
insertion preceding surgical removal of the uterus by a few days only. 
It has been frequently stated that such a practice increases the chances 
of infection and spread. Extensive removal of the pelvic lymphatic glands 
is not advised ; their dissection is held to be too dangerous to be worth the 
risk. Rather does the author rely on the postoperative application of 
deep X-rays to check the spread of cells in the lymphatic system. 

Emphasis is laid on the need for diagnostic curettage and excision of 
a portion of the cervix in a doubtful case of carcinoma. To quote from 
Chapter VI: “There seems to be considerable hysteria on this subject, 
amounting in some quarters to a phobia in which the attention is focussed 
on a single phase of the subject to the exclusion of other and more important 
phases.” Again: “Both reason and experimental evidence indicate that 
pressure manipulation of a cancerous area is much more productive of 
metastasis than simple excision of tissue, or curettage with proper pre- 
cautions.’’ In these words an answer is unequivocally given to those who 
stress the risk of these diagnostic preliminaries. 

In dealing with infections of the pelvis the author is at his best; this 
chapter is extremely well written. In spite of much that has recently been 
published against the operation of posterior colpotomy, Dr. Crossen 
unhesitatingly upholds it as the wisest measure in suitable cases. With 
his views most British operators will find themselves in accord. 

One word of protest may be permitted in regard to the lack of space 
allotted to the treatment of dysmenorrheea, This is so common a complaint 
that a full discussion of the merits and demerits of the curative value of 
dilatation of the cervix, with or without curettage, would appear to be 
warranted. Instead, however, only a few lines are devoted to this condition. 
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The chapter on fibroid tumours is sound; but, here again, more might 
have been written on the value of myomectomy as a conservative proceduye 
of great importance. 

The closing pages deal with both preoperative and postoperative 
treatment, and with the surgery of the nervous patient. The pitfalls of 
the operator are emphasized in the concluding chapter on articles ‘‘lost” in 
the abdominal cavity. Such a formidable list of these unfortunate occur- 
rences is not likely to be forgotten by any reader! 

The book is based on extensive clinical observation and practice and 

‘like the majority of American publications, is most beautifully illustrated. 
As it contains a great deal more than a mere catalogue of operative pro- 
cedures, this edition will prove of much value to all surgeons, 


Chalmers Fahiny. 


“Les Tumeurs Solides de V?Ovaire.”” By J. Luts De Mora. Préface de 
Monsieur le Professeur Gossrt. Paris: G. Doin & Cie. Pp. 250. 15 
illustrations. Price 50 francs. 


THIS monograph is based upon the investigation of 24 cases of solid 
ovarian tumours. It is admirably produced and consists of pathological 
and clinical descriptions, together with case records, A fairly complete 
bibliography is appended. 

The monograph is of very great value and the author is to be praised 
not merely for the industry he has shown, but because he has collected 
together in a short space the most interesting of the present-day problems 
of the solid ovarian tumour. The author displays a lively interest in these 
modern problems, and rightly emphasizes such questions as the develop- 
ment of the ovary, granulosa cell tumours, Krukenberg tumours, coincident 
tumours of the body of the uterus and the ovary, and that peculiar product 
of the French school, the seminoma. De Mora is very widely read and 
makes full use of the French and German literature, so that his statistical 
analyses are of very great value. 

The section which deals with the connective tissue tumours is admirable 
and calls for no comment. Criticism may, however, be levelled against his 
classification of the ovarian carcinomata. All who have worked upon this 
subject realize the hopelessness of obtaining a reliable pathological classi- 
fication at the present day, and the criticisms which are given below are 
offered with a full recognition of these difficulties. De Mora bases his classi- 
fication upon the three downgrowths of the surface epithelium of the ovary 
which arise during its development, and assumes that each of these down- 
growths may give rise to particular forms of ovarian carcinoma. This 
concept is superficially worthy of a certain attention, for it has some scien- 
tific basis. It does not, however withstand critical analysis ; for the modern 
work on ovarian embryology disfavours any relation between the medullary 
cords and the Wolffian system, and Winiwarter’s views on the significance 
of the third downgrowth have not received general acceptance. In any case 
no evidence is brought forward to show that solid ovarian tumours arise 
in this way. Asa result it is very doubtful if the classification suggested 
in the monograph will receive wide recognition. 

The contributions to our knowledge of the coincident tumours, struma 
ovarii, and the metastatic tumours are worthy of particular mention, The 


5 


Book Reviews 127 


clinical side also is admirably dealt with, particularly with respect to the 
complications. There are valuable chapters on radiological treatment 
and on prognosis. 

The monograph is, therefore, a valuable contribution which reflects very 
great credit upon the author and upon the French school of gynecology. 
It deserves the widest publicity, for it contains fairly complete descriptions 
of all the problems relating to the solid tumours of the ovary. 


Wilfred Shaw. 


“Practical Midwifery for Nurses.”” By BETHEL SoLoMoNS, M.D, (Dub.), 
F.R.C.P.1. Humphrey Milford, Oxford University Press. Price 8/6. 
Tis book is written on the lines of ‘Practical Obstetrics’? by Tweedy and 
Wrench, with a view to giving nurses a smaller and fairly comprehensive 

textbook. 

In addition to the usual section on the anatomy of the pelvis and pelvic 
organs and the course of normal pregnancy, some very practical advice 
on the management and preparation for labour is given. The bags and 
equipment used by the Rotunda extern staff are described; also the 
mechanism of normal labour: the foetal mechanism is particularly well 
illustrated. When referring to the relation of the foetus to the mother the 
foetal back is taken as the determining point: both pelvic measurements 
and foetal skull measurements vary a little from those usually accepted. 

The Section on the management and conduct of normal labour is good 
but it is suggested that the vulval toilet and examination for lacerations 
should be carried out with the patient in the lateral position; the chance, 
therefore, of recognizing lacerations of the posterior vaginal wall is 
extremely remote. In the treatment of impacted shoulders the importance 
of fundal pressure is not mentioned. 

In discussing the duties of the midwife, it is suggested that the midwife 
should stay with the patient for at least 12 hours after the delivery of 
the child. Since it is quite obvious that a practising midwife with other 
patients to visit would, as in the case of general practitioners, be quite 
unable to devote all this time to one patient, a clearer definition of what 
is meant by a ‘visiting midwife’? would be of value. 

As would be expected of the Master of the Rotunda, the chapter on 
the toxemia of pregnancy is excellent and contains sound practical 
advice. Ante-partum hemorrhage and other varieties of abnormal preg- 
nancy are well described. 


In the Section dealing with abnormal labour the information given is 
brief but fairly comprehensive. Varieties of contracted pelves and the diag- 
nosis of disproportion are very well explained and illustrated. In the treat- 
ment of abnormal bleeding during the third stage, the nurse is told to 
rub the uterus and attempt to express the placenta; if this fails, to 
give vaginal douches and control the abdominal aorta and, failing medical 
aid, to remove the placenta manually. The value of pitocin in controlling 
bleeding during this stage is not mentioned. 

Abnormal puerperal bleeding is discussed in detail. Puerperal insanity 
and puerperal sepsis are very clearly described, 

The management of lactations and of the normal baby, described here, 
will not be universally accepted. Complementary breast feeds with un 


128 Journal of Obstetrics and Gynecology 


diluted cow’s milk during the second week of life are advised. Why this 
is preferred rather than to give both breasts at a feed is explained by the 
statement on page 263, that if the baby is put to both breasts the milk 
will be poor and disappear altogether: this is disproved by present day 
practice. Again, the suggestion on page 260 that two bottle feeds in the 
24 hours may be given to allow the mother a rest, so that she may secrete 
more milk is not physiological, and experience proves that complete dis- 
appearance of the milk usually follows in a short time. On page 265 we 
are told that deficient milk supply is often due to keeping the baby from 
the breast and thus avoiding the stimulus caused by sucking. These 
statements appear to be rather inconsistent, 

In the treatment of premature babies the tremendous importance of 
breast milk for successful feeding is not mentioned. Fluid per rectum is 
advocated among other ‘nethods of treatment. The method as depicted in 
Fig. 131 appears rather drastic for a weakly premature infant. 

The suggestion that a normal baby’s mouth should be cleaned out two 
or three times a day is not a very good practice; usually it leads to more 
harm than good. 

In the treatment of ophthalmia neonatorum the application of silver 
nitrate one per cent, twice daily, to the non-infected eye until the affected 
eye is entirely clear appears very drastic treatment, and likely to lead te 
permanent impairment of vision. 

The appendices include various recipes, medicines and special baths, 
also a brief description of some conimon gynecological conditions, the 
Rules of the Central Midwives Board, with comments, and a Glossary. 

The book is, as its title claims, very practical, and with a few ex- 
ceptions the teaching is sound and up-to-date. 

M. W.S. 


“The Behaviour of the Newborn Iniant.’”? By Kart, CHAPMAN PRATT, 
AMALIE KrausHAAR NELSON and Kuo Hua Sun. Columbus: the 
Ohio State University Press, 1930. Price $3.00. 

Most of us regard the infant as a man in miniature, lacking the powers of 

speech, locomotion, and reproduction, but more or less perfectly endowed 

with other forms of activity. Much the same attitude is taken with 
regard to the behaviour of animals, who, both domesticated and wild, are 
judged by the anthropomorphic standards natural to the human mind. 

The physiologist and psychologist, with a more scientific deliberation, have 

regarded the infant as primarily a reflex organism endowed with simple 

specific reactions of the spinal reflex type, and also with more complicated, 
but none the less specific, instincts called ‘primary emotions ;” development 
in the direction of adult behaviour consists in modifications of these primary 
specific reactions. Bersot and Minkowski, however, have taught that the 
behaviour of the newborn is not specific but consists in generalized 
behaviour with reflex activity greatest in those bodily segments nearest to 
the region stimulated, the responses decreasing in magnitude in proportion 
to the distance from the zone stimulated. With maturation the larger. 
muscle groups are co-ordinated first, the finer muscle adjustments taking 
place at a later date. At birth the stimulation of almost any group of 
receptors by almost any kind of stimulus will lead to a response in almost 

any part of the organism. Within the first two weeks one may observe a 

restriction of the generalized reactions and an increase in their specificity. 
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The basis of the researches described in ‘The Behaviour of the Newborn 
Infant”? is the application of the experimental method to the study of 
infant behaviour. The use of elaborate apparatus, careful technique, and 
accurate recording have been required. The infant and the experimenter 
were observed in a special experimental chamber. Lighting, heating, and 
sound had all to be carefully standardized; a polygraph and stabilimeter 
graphically recorded the movements of the infant. A “control period,” 
when no stimuli were applied, gave an opportunity for numerous highly 
interesting observations. The stabilimeter showed that during the control 
period sleeping infants were making movements 34 per cent of the time, while 
infants awake were moving 60 per cent of the time. Wet infants were twice 
as active as those who were dry. The activity on the day of birth is high 
for all conditions—asleep, awake, wet or dry—but alter the first 24 hours 
the activity becomes less and does not rise again until the end of the 
first week. 

During the experimental period various stimuli were employed ; namely, 
light, sound, taste, smell, temperature, physical restraint, plantar stimula- 
tion and sucking. Much that is of interest was recorded and some interesting 
deductions are drawn. It is not possible to pick out any one set of 
experiments for illustration, but the observations on the plantar response 
in infancy and especially a discussion of the literature and a description of 
how it came about that the extensor response of Babinski is often taught to 
be normal in the infant, must necessarily be of interest to the clinician. 
The “infantile response’ is a much brisker movement than the pathological 
extensor response of Babinski, and a clear distinction must be drawn 
between the two, On the first days of life flexor responses are the rule ; 
the “infantile” response with dorsiflection of tie toes is established later 
and gives place to the normal adult flexor response at the end of infancy. 

The authors point out that their researches have produced more problems 
than they have solved, but those who read their account cannot fail to be 
struck by the painstaking care of an elaborate and difficult research. 

R. C. Lightwood. 


“Report of the Royal Samaritan Hospital for Women, Glasgow. 1929.” 


IN this report the figures are grouped in rather a curious way which is 
neither anatomical nor pathological. The majority of the cases are entered 
under two headings, ‘‘Regional” and “General.” These two main groups 
are subdivided anatomically. If the morbid condition is restricted to one 
anatomical region the case comes under the first heading, and if more than 
one region is involved the case comes under the second. This method of 
analysing seems somewhat unsatisfactory, because there does not appear 
to be any scientific reason for the existence of these two groups. We find 
that salpingitis is a regional disease but that salpingo-oophoritis is a 
general disease; pelvic hamatoccele from a ruptured ectopic gestation is 
regional, but a torn perineum is general as, also, is retroversion. 
“Generalized infection of the urinary tract” is a regional disease. 
During the year, 2,841 patients were treated and there were 2,598 opera- 
tions. A little further on in the report an analysis of the operations is 
made, and from this list it seems that the operative treatment of 2,871 1s 
accounted for. This list is badly set out, the total number of operations 
by the perineal route being included in the same list as their subdivisions. 


Even 
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A table is given showing the cetiological factors involved in 2,340 cases. 
Several factors may be involved in a single case, so that for these 2,340 
cases no less than 6,262 factors are involved, of which 3,425 are child- 
bearing. It seems doubtful whether a statistician would accept the figures 
as being a true index of the association of child-bearing with the work 
of a gynecological hospital. 

Only eight out of 64 cases of carcinoma of the cervix are described as 
operable and only 32 out of 56 inoperable cases seem to have received 
radium treatment. None of these patients died. There is, however a case 
mentioned, in the short notes on fatal cases suffering from inoperable 
carcinoma of the cervix, in which death was due to pneumonia. 

No less than nine patients died after operations by the vaginal route 
only, for varying degrees of prolapse of the uterus and vagina. Of these, 
three died from heart failure, two from sepsis, two from embolism, one 
from diabetes, and one from acuté dilatation of the stomach. 

A table of nationalities is given in which the preponderance of the 
Scot over such foreigners as come from America, Burma, England, France, 
Greece, Italy, Lithuania, Russia, South Africa and Wales is well brought 
out. 

A vast amount of work has been put into this report which is of great 
value, but for statistics from gynzecological hospitals to be most useful 
and comparable it will be necessary for some unified system to be evolved 
on the lines of the plan adopted by maternity hospitals. 

The Report is difficult to follow and would seem to require the services 
of an editor. 


A. W. 


“Thrapie der komplizeirten Schwangerschaft.” 
Georg Thieme. Price 3.60 Marks. 


Tuts volume forms one of a series of small monographs which are designed 
to be of service to practitioners who have not the time to avail themselves 
of opportunities of reading lengthy textbooks. In some 70 pages the 
author gives a concise account of the treatment of the complications of 
pregnancy. The volume contains many hints for therapeutics which are 
worthy of notice, in addition to the usually accepte1 remedies. The best 
feature of the book is the advice given for the treatment of cases of preg- 
naucy complicating certain medical diseases such as phthisis and morbus 
cordis. V. Jaschke has dealt with his subject as admirably as seems 
possible. It is difficult, however, to assess the usefulness of the series. It 
is debatable whether it forms the best method of post-graduate instruction. 
Nevertheless, this volume shows what can be done, and few practitioners 
would fail to derive very considerable help from its perusal. 


Wilfred Shaw. 


By V. JascuKe. Leipzig: 


“Hemorrhage and Leucorrheea.’’? By Professor Hans Runju. Medizinische 
Praxis, vol. ix. Dresden. Theodar Steinkopf. Price: Mark 8. 


Tus is one of a series of monographs designed to place in the hands of 
practitioners, in a cheap and practical form, the results of recent advances 
in all branches of medicine which have been proved to be of value in 
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practice. The volume, containing 106 pages and an index, is divided into 
two parts dealing, respectively, with haemorrhage and leucorrhcea, In the 
preface Schréder points out that the main difficulty of the practitioner is te 
differentiate between haemorrhage caused by carcinoma, polypi, myomata, 
and abortions. He states that a great deal of work has been done in the last 
twenty years to extend our knowledge of those cases of irregular bleeding 
which used to be grouped together as chronic endometritis. The object of 
this volume is to offer this knowledge, without which a doctor cannot treat 
his patients correctly, in a concise and practical manner. 

Part I commences with an introduction and then describes the cyclicai 
changes in the ovaries and in the uterine mucous membrane. In subsequent 
chapters normal and abnormal menstruation are discussed, and the causes 
and treatment of the various irregularities are outlined. The greater portion 
of this part is occupied with the diagnosis and treatment of irregular per- 
sistent uterine hemorrhage. The concluding chapter is devoted to the 
practical value of the various hormones in the treatment of haemorrhage, 
and the three groups, (a)From the anterior lobe of the pituitary, (b) The 
sexual hormones, (c) Corpus luteum, are briefly described. 

Part IL commences with a description of the normal secretions and 
discharges of the female genital tract. It is pointed out that the vestibule 
is a very significant area in patients suffering from leucorrhcea, because it 
is so richly supplied with sensitive nerve endings and possesses so delicate 
a covering. Should its surface be damaged by mechanical means, or through 
maceration caused by discharges, discomfort is caused. The vestibule, 
with the skin surrounding it, is the site of sensibility to leucorrhcea, no 
matter where the discharge has its origin. The following sections are 
devoted to a discussion on the causes and diagnosis of excessive discharge 
from each portion of the genital tract, and a special section is devoted to 
leucorrhoea associated with pregnancy. The treatment of leucorrhcea is 
described in the last chapter of the book and two principles are enunciated : 
(a) The treatment of the inflammation; (b) The restoration of the normal 
vaginal flora. Iodine and silver, nitrate are recommended for the first part 
of the treatment, and lactic acid bacilli, or lactic acid, is advised for restor- 
ing the normal pH of the vaginal secretions in which the normal flora can 
have a habitat. 

G. W. Theobald. 


Short Practice of Gynecology.” By Henry B.A., M.D., 
F.R.C.P.I.; and Ricwarp E. TorrennamM, B.A., M.D., D.H.P., 
F.R.C.P.I. Sixth edition. J. and A. Churchill. Pp. 525. 360 illus- 
trations. Price 21/-. 


Tuis is an excellently illustrated book which is easy to read and one which 
can be recommended to medical students. In the chapter on gynzecological 
diagnosis the writers lay stress on the patient’s history, but especially on 
the value of the ability to make a complete bi-manual examination. One 
agrees wholeheartedly with their objection to the Marion Sims position 
when carrying out this examination. 

The writers in dealing with menstruation and its disorders bring in 
sufficient of the recent work on the internal secretion of the ovary to 
encourage the student to enquire further without confusing him. One 
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regrets to see that “‘the commonest factor in menorrhagia is endometritis,”’ 
while tumours, extrauterine pregnancy, inflammatory lesions, etc. ‘‘must 
also be remembered.”” One would have liked to see the warning which is 
applied to the investigation of leucorrhcea applied to the investigation of 
menorrhagia. 


In dealing with diseases of the uterus one feels that the authors should 
have devoted more space to the symptoms and diagnosis of malignant 
affections and less to that doubtful condition ‘chronic endometritis.” 

The treatment of carcinoma of the cervix and body is done very well 
and embodies much recent work. 

Diseases of the ovary are well done, and the writers give a very full 
description of endometrioma which will help the student to understand 
some of the recent views on the subject. 

The section devoted to gynecological operations is very fully and help- 
fully illustrated. It is seldom one finds so many good illustrations in a 
book of this size. 


Me: 


Review of Current Literature. 


DIRECTOR : FREDERICK ROQUES. 
M.A., M.D., M.Chir. (Cantab.), F.R.C.S. (Eng.). 


Tuis Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the “Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 

British.—The Lancet ; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australia.—Medical Journal of Australia. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetricia e Ginecologia; Archivo di Obstetricia e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynaikologie; Monatsschrift fiir Geb- 
urtshiilfe und Gyniakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica. 

South American.—Boletin de la Soctedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current literature throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 

LIST OF ABSTRACTORS. 

London: J. Cameron, F.R.C.S., LiGgutwoop, M.D.; 
F. Rogurs, F.R.C.S.; A. WALKER, F.R.C.S.; JUSTINA WILSON, 
C. Reap, (Edin); R. Donps; 
C, M. MARSHALL, F.R.C.S. 

Huddersfield: W. E. Crowturr, M.B. 

Leeds: R. H. B. Apamson, M.D. 

Liverpool: M. Datnow, M.D.; A. A. GEMMELL, F.R.C.S. 

Sheffield: W. W. KinG, F.R.C.S. 

Glasgow : JANE H. 
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The Lancet. 


October 18, 1930. 
The alkaloids of ergot A. Stoll, (Correspondence). 
October 25, 1930. 
Treatment of posterior positions of the vertex. G. Dearnley, 
November 8, 1930. 
*The Dick test in pregnancy. D. Baird and R. Cruickshank. 
Neonatal asphyxia. I. I,. Williams. 
November 15, 1930. 
Neonatal asphyxia. II. IL. Williams. 
November 22, 1930. 
The alkaloids of ergot. A. Stoll, S. Smith and G, M. Timmis, H. H. Dale. 


rhe Dick test in pregnancy. 

600 pregnant women were subjected to the Dick test. Previous strepto- 
coccal infection did not influence the reaction, but the test became negative 
in Dick-positive patients who developed puerperal sepsis when examined 
after the infection had subsided. Sepsis was shown to be much more 
frequently associated with complicated labour and poor health than with 
a positive reaction to the Dick test. 


The British Medical Journal. 


October 4, 1930. 

Analgesia and anesthesia in childbirth. Dame Louise McIlroy. 

An outbreak of puerperal fever in a nursing home. J. 5. Manson. 
Secondary abdominal pregnancy. H. F, Blacklee. 

October 11, 1930. 
*Effects of hypertonic saline in the toxeemias of later pregnancy. Victor 
John Harding. 
Normal puerperium following labour in a latrine. J. S. Manson. 


October 18, 1930. 
Hyoscine-scopolamine. G. W, Theobald. (Correspondence). 


October 25, 1930. 

*Aneesthesia for operations on the gravid uterus. H. W. Featherstone. 
Occipito-posterior positions. J. C. Wadmore. (Correspondence). 
Analgesia in childbirth, A. Z. C. Cressy. (Correspondence). 

November 1, 1930. 
Personal experiences in Midwifery. R. Kelson Ford. 
Torsion and gangrene of the Fallopian tube complic:.ting uterine prolapse. 
J. B. G. Muir. 
Hypertonic saline in the toxeemias of later pregnancy. R. H. Paramore. 
(Correspondence). 
November 15, 1930. 
*Radium in menorrhagia and irregular uterine heemorrhage. Malcolm 
Donaldson. 
*After-effects of intrauterine radium for production of artificial menopause. 
M. L. Kreitmayer. 
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November 22, 1930. 
*Albuminuria of pregnancy and its late results. J. B. Banister. 
*The intestinal origin of eclampsia. R. Christie Brown. 
Parturition per perincum. A. Tindal and H. R, MacLennan. 
An abnormal large intestine with imperfectly descended ovaries. B. H. 
Pidcock. 
November 29, 1930. 
Normal structure of endometrium and decidua and the menstrual cycle. 
The late Professor John H. Teacher. 
Intraperitoneal gestation with rectal heemorrhage, J. Elgood. 
Eclampsia with unusual symptoms. H. R. Sparrow. 
Parturition per perineum, N. Hypher. (Correspondence). 
December 6, 1930. 
Glycerine in Midwifery. R. Mackinnon. (Correspondence), 
Parturition per perineum, A. J. Wilson and others. (Correspondence). 
December 20, 1930. 
*Menstruation and irregular uterine haemorrhage of ovarian origin. 
J. Young. 
*Treatment of glands in carcinoma of the cervix, M. Donaldson. 
Flavine and glycerine in Midwifery. J. L. Moir. (Correspondence). 
Parturition per perineum, G. F, Keatinge. (Correspondence). 
December 27, 1930. 
*Placental hormones. J. B. Collip. 
*Notes on the clinical use of certain placental extracts. A. D. Campbell. 
Ovarian cyst with twisted pedicle in a child. 1. H. K. Stevens. 


Effects of hypertonic saline in the toxemias of later pregnancy. 

The authors have previously advocated the use of salt-free, or rather, salt- 
poor, diets in the treatment of pre-eclampsia. They do not consider that 
protein and fat are harmful, and they give diets rich in protein to eclamptics 
in whom the convulsions have been controlled by sedatives and in whom 
marked improvement has been noticed. The use of hypertonic saline and 
other dehydrating agents is harmful in the toxeemias of pregnancy. In 
support this, four cases are quoted, Intravenous hypertonic saline caused 
a marked rise in blood pressure and increase in the amount of albumin, 
and so dangerous does this form of treatment seem that observations will 
not be repeated. The conclusion is drawn that a high take-in of salt, at the 
right moment, will cause, in a patient who is developing toxzemia, a typical 
picture of fulminating eclampsia. 


Anesthesia for operations on the gravid uterus. 


For external version ether is required in order to obtain muscular 
relaxation, Spinal anzesthesia causes the uterus to contract firmly. During 
labour, gas and oxygen are ideal but often impracticable. Chloroform 
is the most generally useful anzesthetic. Spinal anzesthesia has a limited 
field; it produces complete relaxation of the perineum and causes the 
uterus to contract tonically. Spinal anzesthesia is of the greatest value 
for emptying the gravid uterus from the vagina or by Creserean section ; 
details of the technique are given, 
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Radium in menorrhagia and irregular uterine hemorrhage. 

The author considers that, in the absence of a gross pathological lesion, 
radium is the treatment of choice for irregular heemorrhage in women over 
40, the optimum dose being 50 mg. for 48 hours. X-rays may be considered 
as an alternative if the patient is suffering only from menorrhagia. In 
younger women there is a serious risk of permanent amenorrhoea and 
severe menopausal symptoms after radium. 


Aiter-effects of intrauterine radium for production of artificial menopause. 
This is a statistical analysis of a questionnaire sent to all cases treated 
at St. Bartholomew’s Hospital between 1925 and 1929. 


Albuminuria of pregnancy and its late results. 

Recent work has changed the view previously held, that one attack 
of albuminuria confers immunity in subsequent pregnancies. 30,000 cases 
of labour have been examined, of which 1,700 exhibited albuminuria 
necessitating treatment. Of this number 86 were traced as recurrent cases. 
This is not accepted as representing all recurrent cases. From a study of 
these cases the author concludes that mild cases do not tend to recur, 
that cases of chronic nephritis show progressive deterioration with sub- 
sequent pregnancies. He finds that a minority of cases of eclampsia 
or pre-eclampsia show toxic symptoms in subsequent pregnancies. He 
does not know the relation of albuminuria of pregnancy to chronic nephritis. 
He stresses the importance of the early recognition of toxcemia, early and 
strict treatment, and early termination of pregnancy if the patient does not 
improve rapidly. Czesarean section still has a place in the treatment of 
cases of severe toxemia. 


The intestinal origin of eclampsia. 

In cases of toxemia of pregnancy. there is present a toxin or toxins of 
unknown origin which affects the cells of many organs. If the kidneys 
are affected they no longer prevent the passage of colloids into 
the urine. If the liver is affected it no longer detoxicates portal 
poisons, which then cause a secondary toxeemia. Eclampsia is compared 
to the convulsions induced by a meat meal given to a dog with an Eck’s 
fistula. The toxins which are not dealt with by the damaged liver are 
indol and skatol. 


Norma] structure of endometrium and decidua and the menstrual cycle. 

This paper attacks the orthodox theory which asserts that the menstrual 
cycle is dependent on the internal secretion of the ovaries through the 
Graafian folicles and the corpus luteum. The new theory states that (1) the 
menstrual cycle normally proceeds all the year round, but that ovulation 
and corpus luteum formation occur only occasionally; (2) there is no 
regular date of ovulation. The rhythm is not due to ovulation and its 
origin is unknown. (3) In the absence of fertilization it is probable that 
several ovulations occur in succession. Slight proliferative changes occur- 
ing in the endometrium at the end of cycle are interpreted as being 
normal premenstrual reactions, which occur apart from ovulation; a more 
pronounced reaction means that ovulation and corpus luteum formation 
have occurred, while the formation of the early decidua would indicate 
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fertilization also. The practical value of this theory rests on the possibility 
of being able to say that ovulation and fertilization were occurring in 
cases of sterility. 


Menstruation and irregular uterine hemorrhage of ovarian origin. 

In this paper the author analyses the available evidence as to the 
causation of menstruation. Since menstruation can occur in the absence 
of ovulation and in the absence of the corpus luteum, it cannot be inter- 
preted in terms of an analogy with pseudo-pregnancy in lower animals, for 
which a luteal phase is necessary. In addition, its place in the cycle of 
ovulation shows that it cannot be compared with the bleeding of pro- 
cestrus in lower animals. Menstruation in woman and in monkeys is 
explained by recognizing it as the function of the peculiarly haemorrhagic 
type of implantation of the ovum found in these higher types. The 
bleeding of menstruation and the bleeding of implantation are homologous, 
in that they occupy the same place in the sex cycle,.and the external 
bleeding represents the escape of the unwanted implantation blood in 
an infertile or a non-ovulating cycle. Many of the bleeding disorders 
erroneously attributed to uterine disease are really due to ovarian or 
combined pituitary-ovarian disturbances, and in such cases structural 
changes in the ovaries can be found. 


Treatment of glands in carcinoma of the cervix. 

The suggestion is made that secondary growths appear in lymphatic 
glands because the conditions for growth are more favourable in the glands 
than in the tissues between the primary and secondary growths. The 
suggestion is also made that a growth disappears after irradiation not 
because the tumour cells are destroyed, but because the surrounding normal 
cells are stimulated to destroy the tumour cells. During 1923 and 1924 the 
author used a modification of the Brussels method of intra-abdominal 
radium in 13 cases. Seven of these survived for five or more years. He 
now employs a method necessitating a second laparotomy one week after 
the first. Details of his technique are given. The results are encouraging. 


Placental hormones. 
Notes on the clinical use of certain placental extracts. 

These two papers are complementary. In the first the chemical prepara- 
tion of three distinct hormones by fractionating with alcohol the acetone 
or alcoholic extracts of the human placenta, The first extract contains 
cestrin, now named theelin. The second contains an cestrogenic principle 
called emmenin. ‘The third contains an anterior pituitary-like substance. 
All three are cestrogenic in the immature female rat, but differ in some 
respects from each other. 

The second paper describes a few clinical experiments with the second 
and third extracts. Emmenin does not alter the normal menstrual cycle. 
It is particularly encouraging in dysmenorrhcea, It appears to correct 
certain types of amenorrhoea of recent origin, It lengthens the cycles in 
polymenorrhcea; it relieves menopausal symptoms of recent origin; but 
it does not relieve castrates. The anterior pituitary-like substance arrests 
certain types of metrorrhagia. 


A. Walker. 
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Journal of Hygiene. 
Vol. xxx, No. 4, November, 1930. 


*Investigation of the bacterial content of the urine in normal pregnancy. 
Muriel Barton Hall, 


Investigation of the bacterial content of the urine in normal pregnancy. 

Hall reports her results in one hundred cases of an investigation of the 
bacterial content of the urine in normal pregnancy, One specimen of urine 
was collected by means of a sterile catheter from each of one hundred 
healthy pregnant women. In order that the results might be uniform all 
the specimens were taken during the ninth month of pregnancy. A fresh, un- 
centrifuged drop of urine was examined with the microscope for the presence 
er absence of pus cells and micro-organisms. If the speciinens showed no 
evidence of infection by this direct examination they were centrifuged and 
a chemical examination of the supernatant fluid was made, while the deposit 
was examined for pus cells, blood, casts and crystals. If no evidence of 
infection was tound the deposit was cultured on MacConkey’s red agar 
plates, and the media were examined for growth after incubation. The 
author found that the urine was sterile in 35 cases, the Staphylococcus albus 
was isolated in 64 cases, and the Bacillus coli in one case. 

Hall then compares her results with those of other workers, and she finds 
that her figures compare closely with those of Gough, who worked on the 
urine of gynecological patients in whom there was no complaint of urinary 
symptoms. His specimens were obtained by routine catheterization of 
the patients before operation. ‘The author’s conclusions differ markedly 
from those of Murray, Hewitt and Danforth, all of whom found the Bacillus 
coli in the urine much more frequently than Hall. Murray worked on 
gynecological cases, Hewitt and Danforth on normal pregnant women. 
Hewitt isolated the Bacillus coli in 30 per cent of the cases, Danforth in 7.8 
per cent. The author cannot support the statement of Browne in which he 
says, “One of the functions of the healthy kidney is to excrete toxins 
of endogenous origin, hence the bacilluria that is found in most healthy 
pregnant women.” She concludes that the Staphylococcus albus is a normal 
inhabitant of the female urinary tract, a conclusion which is in agreement 
with that of previous workers. She thinks the descrepancy in the results 
obtained with regard to Bacillus coli may be due to the other authors not 
having examined their specimens immediately they were obtained. She 
points out that a delay of from 6 to 12 hours between obtaining the 
specimen from the patient and preparing the cultures suffices to allow 
considerable growth to occur from a single stray bacillus, which may have 
contaminated the specimen. She examined her specimens without delay. 


F. R. 


The Journal of the Canadian Medical Association. 
Vol. xxiii, No. 4, October, 1930. 


*Anzesthesia for operations on the gravid uterus, H. W. Featherstone. 
*Heart disease in pregnancy. I,. M. Murray. 
*The use of sistomensin. P. J. Kearns, 
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Vol. xxiii, No. 5, November, 1930. 
*Placental hormones, J. P. Collip. 
*Notes on the clinical use of certain placental extracts. Campbell and 
Collip. 
*Pregnancy complicating hyperthyroidism and following thyroidectomy. 
J. S. Fahrni. 
Vol. xxiii, No. 6, December, 1930. 
*Retrodisplacement of the uterus and its correction. W. F. Abbott, 
*Radium in gynecology. S$, Forsdike. 


Anesthesia for operations on the gravid uterus. 

During pregnancy anesthetics are well tolerated. Ether, chloroform, 
gas-oxygen, and spinal anesthetics have all been employed, Three groups 
of cases are considered :— 

1. Operations on the uterus and its appendages. 

2. Operations on the uterine contents. 

3. Operations on the gravid uterus together with its contents. 

Group 1. For replacing a retroverted gravid uterus, ether, preceded 
by atropine, is preferable. In myomectomy, when oozing is a likelihood, 
spinal anesthesia controls the bleeding. When there are injury and shock, 
as in tosion of the pedicle of an ovarian tumour, or in ruptured ectopic 
gestation, spinal anesthetics have been very satisfactory, Gas-oxygen is 
almost equally suitable. 

Group 2. For manipulation of the fcetus in utero, gas-oxygen or spinal 
analgesia, especially a combination of these two, gives excellent relaxation. 
Chloroform was one of the first anesthetics employed in labour. It is not 
as safe as has been thought, Deaths have occurred. Chloroform burns 
must not be forgotten. Ether was employed even before chloroform, — It 
promotes secretion, but it is a stimulant. For high forceps, craniotomy and 
other similar operations gas-oxygen is excellent because of its low tonicity. 
The various methods of spinal analgesia in the different stages of labour 
are fully discussed. No great advantage is claimed for spinal analgesia. 

Group 3. Evacuation of the gravid uterus is frequently called for when 
such complications as phthisis, toxcemia, diabetes, kidney heart 
deseases prevail. Spinal analgesia has been found satisfactory in almost 
all such cases, For Cresarean section most of the inhalation anesthetics 
have been tricd. No outstanding claim is made for any one of them. 
Spinal analgesia, with the technique and the various anesthetics employed, 
is fully discussed. This method is highly favoured by the author. Uterine 
relaxation tends to follow the passing of the anesthesia. A pronounced 
fall of blood pressure and spinal headache are frequent and troublesome 
sequela, A discussion by prominent anesthetists from various parts of 
the world followed this paper. 


Heart disease in pregnancy. 

Pregnaney and labour undoubtedly throw a very ereat) strain on 
the myocardium, The question to be considered is, can the myocardium 
stand this added. strain without precipitating failure of compensation ? 
Kvery case must be considered on its merits. Such extraneous considera- 
tions as the wish for an heir must have no influence, Statistics are quoted 


to show that in 45,320 deliveries there were qSo deaths, Of these, jo were 
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from cardiac disease, i.e., about one per thousand. These, however, are 
only immediate deaths. They do not account for the cases of initiated 
circulatory failure. There are no hard and fast rules that may be followed 
It is not easy in early pregnancy to anticipate the likelihood of failure as 
gestation progresses. Careiul continued observation of the patient is called 
for. When failure is in evidence throughout pregnancy Cesarean section, 
if the child is viable, is the safest method of procedure, and sterilization 
san be simultaneously done. 


The use of sistomensin. 

Hitchmann and Adler showed that ovulation and menstruation do not 
occur simultaneously in the human subject, and also that implantation of 
the fertilized ovum occurs in the late premenstrual phase. Ovulation 
occurs about twelve to fifteen days after the last regular menstrual period. 1t 
has been shown recently that two distinct biological extracts are obtainable 
from the human ovary : a watery extract which is procured before the ovum 
leaves the follicle, and an oily extract which may be obtained from the 
ovary after the expulsion of the ovum. This latter extract, called sisto- 
mensin, has been tried by the author. Menorrhagia and late postpartum 
bleeding have been shown definitely to be relieved. Hzaemorrhage from 
other causes has not been relieved. As regards dysmenorrheea and sterility 
there were no specific results. Climacteric neurosis improved greatly after 
the injection of sistomensin. The explanation of the biological behaviour 
is to be found in the regenerative changes which occur in the endometrium 
and in the checking of immature development of the corpus luteum. 
Sistomensin also supplies the corpus luteum hormone when it is decreased 
at the menopause. 


Placental hormones. 

The sulphosalicylic acid extract of the human placenta, when injected into 
immature rats, increased the growth of the ovaries and produced cestrus. 
The increased size of the ovaries was due to newly formed luteal tissue. 
The same extract when injected into the male rats produced growth of 
prostrate and seminal vesicles. An acetonic extract or an alcoholic extract 
had similar properties. These latter extracts contained three fractions, 
each of which contained an active principle peculiar to itself and different 
in properties from each of the other two. The first fraction contained the 
hormone cestrin now known as prolan. The second fraction yielded an 
cestrogenic active principle named ‘‘emmenin.’? The third fraction yielded 
a substance termed ‘‘anterior-pituitary-like substance.’ brief outline 
of the technique for the isolation of these principles is given. The experi- 
ments with the second and third fractions are outlined in detail, 


Notes on the clinical use of certain placental extracts. 

Deranged ovarian function has been studied and treated for three to 
nine months in 135 cases. Tables of the details are given. Emmenin or 
the alcohol-soluble fraction is the substance chiefly reported on, It does not 
appear to alter the normal menstrual cycle. Its effect in dysmenorrhce 
has been particularly encouraging. It appears to correct certain types 
of amenorrhcea of recent origin. It definitely lengthens the cycle in 
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epimenorrhcea. It relieves menopausal symptoms of recent origin, but it 
fails to relieve symptoms in castrates. An anterior pituitary-like principle 
from the placenta arrests certain forms of metrorrhagia, In the treatment 
of altered ovarian function the importance of a searching and accurate 
menstrual history, a detailed medical investigation, and a scrutinizing pelvic 
examination cannot be overestimated. 


Pregnancy complicating hyperthyroidism and following thyroidectomy. 

A series of 73 cases was studied. Fourteen patients were pregnant at 
the time of operation. 22 became pregnant within one year, and 37 within 
two years, of operation. 28 were primigravidee, 45 multiparee. There weve 
four pairs of twins. In two of the cases of twin pregnancy the patients 
were operated on at the third month. Eight women became pregnant for a 
second time within two years of the operation. In all there were 85 babies. 
There were no monstrosities, congenital deformities nor minor disfigure- 
ments among the babies. 

The type of operation was a moderately radical bilateral resection of both 
lobes of the thyroid gland and complete removal of the isthmus in the 
cases of exophthalinic goitre. Local anesthesia was employed in a few 
cases. The majority of the operations were done under ethylene and oxygen 
combined with local novocaine anesthesia. All the hyperthyroid women 
were given Lugol’s solution in doses of 10 to 20 minims three times daily 
for 5 to 14 days before operation and for varying periods after operation. 
The conclusions were that when the duration of pregnancy is less than 
five months, thyroidectomy is safer than the induction of abortion; that 
there is no increased risk of miscarriage after operation, and that the 
patient is in better condition to go through the confinement than without 
operation. Alter the sixth month of pregnancy conservative treatment is 
favoured rather than thyroidectomy. After thyroidectomy at least two 
years should elapse before pregnancy takes place, but if it should super- 
vene it should not be terminated. 


Retrodisplacement of the uterus and its correction. 

An analysis of 100 cases of uterine retrodisplacement is made. They 
are considered under the headings of causative factors, common symptoms 
and associated lesions, with results of corrections, anatomical and sympto- 
matic, and the type of operation found most useful. A table of the 
causative factors 1s given, showing that the chief causes are instrumencal 
delivery, subinvolution, and postpartum infection. A table of symptoms 
is also given, showing that the most common are dysmenorrhcea, backache, 
menorrhagia, leucorrhoea, and hypogastric pain. The table includes a list 
of cases cured and improved, These various symptoms, with the operative 
results, are discussed in some detail. Two methods of treatment are dis- 
cussed, treatment by pessaries and treatment by operation. The various 
methods of employing the round ligaments at operation are fully discussed. 
The author favours approach by a low transverse incision. The round 
ligament is drawn through the separated layers of the broad ligament 
in such a way as to plicate the latter, putting tension upon it, especially 
at its basal part. The round Megoment is then sutured to the deep surface 
of the rectus sheath, 
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Radium in gynecology. 

In this paper 181 cases of cancer of the cervix treated by radium are 
considered. In the inoperable cases the results were palliation and pro- 
longation of life in 134. None was cured. Four out of 33 border-line 
cases were cured, and four out of 14 operable cases were cured. The rate 
ef cure was 4.5 per cent for the series. 12 per cent of the border-line cases 
were cured. Excluding the inoperable cases and considering the border-line 
and operable cases the cure-rate was 17 per cent. Radium is employed in 
the benign conditions of uterine haemorrhage from non-fibroid conditions 
and fibroids. In the case of the latter the author does not recommend its 
use. The dosage of radium and the method of screening are discussed at 
moderate length. In conclusion the author expresses a certain belief in 
radium but voices the urgent necessity for further research. 


J. Iwle Cameron. 


The Medical Journal of Australia. 


Vol. xi, No. 10, September 6, 1930. 
*Some observations on midwifery from the public health point of view. 
S. Morris. 
Some comments on premature infants. M. H. Harper. 
*Pregnancy and radium. H. A. Ridler. 
Vol. xi, No. 13, September 27, 1930. 
*Cresarean section : rupture of the uterus with conservation of the uterus. 
H. A. Ridler. 
Vol. xi, No. 15, October 11, 1930. 
*An unusual menstrual history. A. I. Green, 


Some observations on midwifery from the public health point of view. 

The author, who is the Senior Medical Officer of Health, and the 
Director of Maternal and Baby Welfare for New South Wales, in an 
interesting article, indicates the difficulties of statistical classification of 
puerperal deaths due to the incomplete and sometimes grossly negligent 
attention given to the certificates as to the cause of death. He quotes some 
examples. As a result of this, all maternal deaths in New South Wales 
are investigated minutely by the department, and some interesting results 
are recorded. He maintains that these records are essentially honest, in 
fact so honest that they adversely affect the maternal mortality rate of the 
State, when these are compared with the reports of other countries. 

During the years 1923 to 1927, the maternal mortality rate per thousand 
births was 5.67. In 1928 it was 5.97, while in the year 1929 it dropped to 
5.28. The majority of these deaths was due to septicemia following 
abortion of Jabour at term, and the second largest group consisted of 
toxremlas of pregnancy of all types. The two groups together constituted 
almost 45 per cent of all maternal deaths. It appears that deaths from 
criminal abortion are increasing at an alarming rate, especially in. the 
cities, and graphs are shown which plainly demonstrate this. How far 
this may be duc to closer supervision on the part of the department is not 
explained, 


| 

ae 

& 

ety 

a 


Review of Current Literature 


143 


In dealing with deaths due to puerperal heemorrhage, Morris comes to 
the conclusion that packing the uterus as a means of controlling the 
hamorrhage appears to be unsatisfactory, although he admits that it may 
have a place when all other recognized methods have failed. He deplores 
the fact that in several cases placenta praevia has been treated by accouche- 
ment forcée with disastrous results, but he puts this dewn to the fact that 
the practitioner sees the condition only in one per thousand cases ; therefore 
he cannot be expected to become thoroughly competent in its treatinent. 
The cases of septiceemia are analysed carefully, and little new evidence 
is proffered, but, in conclusion, he gives the detailed histories of several 
labours with a fatal termination, under the heading of “Other accidents of 
childbirth.’? These speak for themselves. It is an interesting fact that 
in all the fatal cases which were investigated, only in 20 per cent of the 
cases Was the prenatal care efficient, 


Pregnancy and radium. 

Ridler cites the case of a patient of thirty-one years who had borne four 
children, the youngest being six years of age. “Two years alter the last 
child she experienced menorrhagia, and radium was applied, with resulting 
amenorrhea. Four years later, however, she became pregnant and was 
allowed to go into labour with the breech presenting. She was in strong 
labour for 48 hours and at the cud of this time the cervix was only two 
fingers dilated, very tough and cartilaginous, She was admitted to hospital 
after a leg had been brought down, and it was considered impossible to 
deliver the child, which was by this time dead, by the normal route. A 
supravaginal hysterectomy was performed, with the foetus in utero, and the 
patient, alter a somewhat stormy convalescence, did well. No details are 
given as to the dosage of radium employed. 


Cesarean section; rupture of the uterus with conservation of the uterus. 

The author quotes two interesting cases which have come into his own 
practice. The first patient was confined in 1924, a stillborn child being 
delivered after podalic version for prolapsed cord, She apparently had 
some degree of pelvic contraction, and the labour was very violent. Four- 
teen months later she was again pregnant, and after a trial labour lasting 
five hours, Cresarean section was performed and a live child was delivered. 
Two years later she was pregnant for the third time, and on account of 
abdominal pains and a constant desire to micturate, Ridler was called; 
he diagnosed rupture of the Ceesarean sear with intact membranes bulging 
through the rent. He delivered the child by laparotomy, excised the old 
sear, and resutured the uterus. 

The second patient presented a somewhat different picture. THe had 
performed seetion alter faihire of a trial labour. The patient 
subsequently became pregnant and her doctor allowed her to go into labour. 
After some Hours she collapsed, Ridler was again consulted, and he diag- 
nosed rupture of the sear, On abdominal section the rupture was found to 
be in the lower uterine segment, at a distance from the sear, He delivered 
a dead child by reopening the previous sear, and conserved the uterus by 
resuturing both the Ccesarean and the lower uterine segment apertures. 
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An unusual menstrual history. 
Green cites the case of a woman of forty years, who began to menstruate 
at the age of fifteen years. Menstruation was regular until her marriage 
at twenty years of age. Her first and only child was born when she was 
twenty-one, and her menses returned one month after the birth of her 
child, and occurred regularly for a year. A flooding then occurred, and 
irregular bleeding continued for six weeks. After this she did not menstruate 
for ten years, when the menses recurred for a period of five months. 
Amenorrhcea then supervened again until the age of thirty-nine was 
reached, when she menstruated for six months. For the last six months no 
period has occurred, 
Reatls 


The American Journal of Obstetrics and Gynecology. 


August, 1930. 
*Chorionepithelioma. E. Novak and A. Kk. Koff. 
*The blood-platelets in pregnancy and in the puerperium. LP. Brooke 
Bland, A. First and LL, Goldstein. 
*The results of an investigation and the treatinent of streptococcal puerperal 
sepsis at the Toronto General Hospital. W. Dafoe. 
*Hyperthyroidism associated with pregnancy. W. Hinton, 
Pregnancy concomitant with asthma or hay fever. A. Williamson. 
Fibromyoma uteri, treatment and end-results. F. Keene and E. Kimbrough. 
Fundamental biochemical factors in pregnancy. M. Trumper. 
A review of the progress in endocrinology of interest to the gynecologist 
and obstetrician. R. Frank. 
*Frank test for the female sex hormone. H. Spencer. 
The ‘Radical’? in obstetrics. J. Duncan. 
The surgical pathology of the fibrinoplastic or adhesive variety of tuber- 
culous peritonitis. J. Kennedy. 
*Vesico-abdominal fistula as a complication of labour. H. Acosta-Sison. 
Walter Channing and etherization in childbirth. H. Thoms. 
*Tuberculosis of the cervix. B. Harris. 
Purpura hemorrhagica complicating the puerperium, H. Boley. 
Anemia in pregnancy. J. Moore. 
Fatal bronchial obstruction in the newborn. P. Langan. 
The use of a tourniquet for the control of the absorption of solution 
pituitary in the induction of labour, S. Hanson. 
A director for the vaginal occlusive pessary, M. Mayer. 
Protection against possible abuse of the Ascheim-Zondek pregnancy test. 
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September, 1930. 
Presidential Address belore the American Gyniecological Society. Norris. 
*The incidence of puerperal infection due to anzrobic streptococci. 
T. Brown. 
Observations on the use of local anesthesia in gynecological operations. 
F. Falls. 
The variability of menstrual rhythm and character. S. Geist. 
Congenital defects of the diaphragm with relation to asphyxia neonatorum, 
C. Harper and ©, Anderson. 
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*Irregularities of the [cetal heart. A. Hyman. 

Spirochetes in puerperal fever. A. Lash. 

Ectopic pregnancy. B. Urdan. 

*Observations on the vital capacity during the last month of pregnancy 
and the puerperium. H. Alward. 

*Further observations on the gastric juice in pregnancy. F. Arzt. 

Contracted pelvis and disproportion. I. McCoogan. 

The relation of the weight of the placenta, cord and membranes to the 
weight of the infant in normal full-time and in premature deliveries. 
S. Aberle, A. Morse, W. Thompson and E. Pitney. 

An analysis of 124 cases of low cervical Caesarean sections. W. Danforth 
and R. Grier. ‘ 

A new rectal cther analgesia apparatus. C. McCormick. 

October, 1930. 

*Post-salpingectomy endometriosis (endosalpingitis). J. Sampson. 

*The ovarian and pituitary changes associated with hydatidiform mole and 
chorionepithelioma. E. Novak and A. Koff. 

*Some observations on the etiology of dysfunctional uterine bleeding. 
W. Graves. 

*The question of possible endometrial trauma and dislocation associating 
uterotubal insufflation. I Rubin. 

*Postoperative obstetric embolus—its incidence, cause and prevention. 
J. Polak and V. Mazzola. 

Foetal malformation in multiple pregnancy. VF. Adair. 

*Granulosa-cell tumours of the ovary and their relation to postmenopausal 
bleeding. R. Linde. 

*The early diagnosis of adnexal cancer. B, Anspach. 

*The treatment of salpingitis by local injection of turpentine. H. Little. 


November, 1930. 

*The present status of the treatment of carcinoma of the cervix uteri. 
E. Zweifel, 

*Report of results of radium treatment of carcinoma of the cervix. HH. Pitts 
and G. Waterman. 

The Roéntgen ray as an adjunct in obstetric diagnosis. HH. Matthews. 

*Dysmenorrhcea of endocrine origin responding satisfactorily to medical 
therapeutic measures. A. Wendal, 

Observations on a short series of placenta prievia patients delivered by 
abdominal Cesarean section at the Boston Lying-In Hospital. F. Kelloge. 

*Delivery through the natural passages following Caesarean section. 
C. McLane. 

“The use of thymophysin- a report of 38 cases. Scheeneck and 
Schoeneck. 

The biclogical diagnosis of early pregnaney by the Ascheim-Zondck test. 
G. Liese and KE. Auer. 

Ascheim-Zondek reaction hydatidiferm mole and malignant 
chorionepithelioma, HH. Mack and A. Catherwood. 

Musie in the operating room. J. MeGlinn, 

The importance of urological investigations in) gynecological patients. 

I. Kahn and R. Walker. 
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Cystitis cmphysematosa. case in a woman in whom trauma appeared 
to be an «etiological factor. R. Mills. 
Report of a case of fibromyoma of the uterus weighing 133 pounds removed 
at operation. M. Behrend. 
Placenta increta, B. Kwartin and N. Adler. 
An unusual acardiacus. T. Boulware. 
Case Reports. 1. Double uterus, double cervix and double vagina. 
2. Absence of the vagina. R. McBride. 
December, 1930. 
A survey of the causative factors in sterility. S. Meaker. 
A study of the effect of acriflavine given intravenously on experimental 
uterine infection in the dog. J. Mever. 
Significant problems for the obstetrician in the field of mammary cancer, 
B. Lee. 
The method of delivery and the end-results of two hundred and twelve 
cases of occipito-posterior position. N. Vaux. 
*The action of thymophysin on the human pregnant uterus ir silw. MM. 
Rucker. 
An analysis of 50 cases of toxeemia of pregnancy. P. D’Acierno. 
*The determination of fcetal maturity in utero. I. Thoms. 
’aralysis of the bladder with distension and haemorrhage immediately 
following catheterization. D, Bissell. 
Maternal mortality in the Jewish Hospital of Brooklyn. J. Ronsheim and 
I. Diachman, 
The hydrogen-ion concentration of the blood in cclampsia. H. Stander 
and N. Eastman. 
The carbon-dioxide content of the blood in the newborn. H. Kane and 
J. Kreiselinan. 
Report of two cases of ureteral calculus in the female. DD. Bissell. 
Report of a case of foetal gencralized cedema, J. Gill and I. Auld. 
A preliminary report of a study of records of the Maternity Center Associa- 
tion of New York. 1,. Dublin and H. Corbin. 


Chorionepithelioma. 

Alter a discussion of the classification of choriomatous tumours, Novak 
and Kotf devote this paper to a consideration of the disappearance of the 
primary uterine tumour in cases of chorionepithelioma, A case is reported 
in which such a disappearance was noted, although the patient later diced 
of extensive metastases in the brain and lungs. That there was an original 
primary tumour in the uterus was proved by examination of the uterine 
curettings several months before the patient’s death. Autopsy showed no 
trace of Chorionic tissue in the uterus, Other cases of this type which have 
been reported are reviewed, and the various cxplanations are discussed. 
The autopsy showed the ovaries to be the site of characteristic hyperlutein 
Changes, and gave an opportunity of studving the histology of the pituitary 
body in relation to these changes. The discussion of these ovarian and 
pituitary changes is reserved for a second paper. 


The blood platelets in pregnancy and in the puerperium. 
Bland, First and Goldstein found that the blood-platelet count for the non- 
pregnant women varied from 200,000 to 350,000 per camm. — Platelet 
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determinations were made in 230 women in various stages of gestation 
and in 100 of these after delivery. It was found that 177 (77 per cent) oi 
the 230 gravid women had from 200,000 to 350,000 platelets per c.min of 
blood, while 42 (18.2 per cent) had a count of over 300,000, Therefore, it 
may be stated that the blood platelets are not appreciably increased in 
pregnancy. Twenty-seven per cent of the 100 women gained over 50,000 
platelets per c.mm. within twenty-four hours after labour, whereas 63 
per cent had cither a gain of less than 50,000 platelets or a lower count 
than in pregnancy. Counts made three to five days after delivery reveal 
that 55 women (55 per cent) gained more than 50,000 platelets. Of this 
number 35 gained over 100,000 platelets, Fifty-one per cent of the counts 
made in the group of 100 women, eight to ten days after delivery, showed 
a gain of over 50,000. Twenty-seven of these 51 women gained 100,000 to 
200,000, Whereas six gained over 200,000 per c.mm. The cause of the rapid 
-rise in the number of the platelets in the puerperium is undetermined. 
It has been suggested that the multiplication of platelets may be physio- 
logical, a natural response of the body to guard against possible infection. 
Further investigation is necessary to ascertain the reason for the post- 
partum increase in the platelets and to determine if any relation exists 
between the increase and the occasional occurrence of thrombophlebitis 
during the lying-in period. 


The results of an investigation and the treatment of streptococcal puerperal sepsis 
at the Toronto General Hospital. 

Dafoe estimates that 70 to go per cent of the death rate from puerperal 
sepsis is due to haemolytic streptococci. He undertook a combined clinical 
and bacteriological investigation. He found that haemolytic streptococci 
were present in the cervix before labour in 1.3 per cent, during labour in 
3:37 per cent of cases (half became morbid during the puerperium) and 
during the puerperium in io per cent (two-thirds were septic). These 
investigations confirm the accepted opinion that hemolytic streptococci 
are not common inhabitants of the cervical canal, He further found that 
the organism was most commonly found during the first quarter of the 
year, Scarlet fever antitoxin was found to have a special value in the 
treatment. He thinks that it acts by stimulation of the defensive mechan- 
ism in some unknown way. 


Hyperthyroidism associated with pregnancy. 

Hinton, writing as a general surgeon, thinks that mild cases with a 
mnctabolic rate not exceeding +30 can be conducted through a normal 
“pregnaney. Otherwise the pregnancy should be terminated, or thyroid- 
ectomy performed if the patient does not want to have abortion induced. 


Frank test for the female sex hormone. 

An investigation of this test carricd out upon 2t patients has led 
Spencer to conclude that there is a definite evelic appearance of the female 
sex hormone in the blood, Before menstruation the reaction is generally 
strong but it may be absent. It is inereased in amount during pregnaney. 
Its presence or absence May be conclusive evidence as to sterility in cases 
of amenorrheea. Tle admits that no definite conclusion can be drawn from 
so few cases. 
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Vesico-abdominal fistula as a complication of labour. 

Acosta-Sison reports two cases of atypical vesical fistulae: which followed 
prolonged labour in primiparae, One patient was delivered by low forceps 
and the other spontaneously. The author, forgetting that the bladder is 
an abdominal organ during labour, thinks that the perforation was due 
to “prolonged pressure on the bladder wall, which was sandwiched between 
the hard symphysis and the foetal head.” Neither of the fistula was 
accompanied by extravasation of urine into the abdominal cavity, but 
both of them formed abscess cavities in the cellular tissue, 


Tuberculosis of the cervix. 

Harris reports the case of a multipara, aged 31, who complained of 
backache and irregular bleeding for three months. There was a family 
history of consumption. The cervix was enlarged, eroded and tender. 
Sections showed the condition to be tuberculous cervicitis. Hysterectomy 
was performed. 


The incidence of puerperal injection due to anzrobic streptococci. 

Nrown’s eyperiences with anzerobic streptococci during the last three 
and a half years correspond with those published by Schwarz and Dieckmann 
in 1927. He considers that while other types of infecting organisms are 
introduced from without, anrobic streptococci are endogenous. In the 
present state of knowledge the best protection for the patient against these 
organisms is by the vaginal use of antiseptics at the beginning of labour. 
The author has been using a mixture of mercurochrome, iodine and 
elycerine for this purpose, but he is experimenting with other solutions. 


Irregnic ities of the foetal heart. 

This phonocardiographic study of the fcetal heart sounds has demon- 
strated that intrauterine cardiac irregularities are not uncommon, The 
majority are of no permanent importance, but Hyman suggests that foetal 
auricular fibrillation ay be a cause of abortion. 


Observations on the vital capacity during the last month of pregnancy and the 
puerperium. 
Alward, as a result of his observations, concludes that there is normally 
a gradual reduction in the vital capacity in the last month of pregnancy. 
Following delivery there is a fairly sharp fall followed by a rapid return 
to normal. 


Further observations on the gastric juice in pregnancy. 

Arzt, from further investigations, confirms is previous observations 
(1y26) that the total and free hydrochloric acids of the stomach are reduced 
in pregnancy. This deficiency is most marked during the early months 
of pregnancy at the time when nausea and vomiting are most common. 
The absence of free hydrochloric acid is thought to be due to the regurgita- 
tion of the alkaline duodenal contents into the stomach. Caffeine citrate 
has a very beneficial effect. 
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Post-salpingectomy endometriosis (endosalpingosis). 

Sampson’s purpose in this paper is to review two hundred specimens 
in which salpingectomy or tubal sterilization had been performed, Mis- 
placed Miillerian mucosa was found in about 112 vf these stumps, as 
compared with 16 instances of misplaced mucosa in two hundred cornua 
which had not been operated upon. By injecting the uterine cavity with 
pigmented gelatin the origin of the sprouts from the tubal mucosa was 
demonstrated. Post-salpingectomy endosalpingiosis usually arises from 
sprouts from the end or side of the tubal stump or from adjacent organs 
if adherent. The misplaced mucosa may retain its original structure or 
assume the structure and function of the uterine endometrium, The 
surgeon is liable to transplant bits of mucosa to various parts of the 
operative field, and such may grow as seedlings. Sampson calls attention 
to the fact that a retained uterus too often requires a second operation, and 
that conservative surgery does not always conserve the health of the 
patient. If hysterectomy is not considered advisable, the technique of 
salpingectomy should be such as will lessen the incidence of post-operative 
endometriosis. 


The ovarian and pituitary changes assuciated with hydatidiform mole and chorion: 
epithelioma. 

This paper, by Novac and Koff, is based upon a study of two cases of 
hydatidiform mole in which the ovaries were available for study. In one 
case of chorionepithelioma the pituitary was also available for study. In 
the main, the evidence indicates that the anterior pituitary is not only 
the motor of the ovary, but that it is also the direct cause of the ovarian 
changes in vesicular mole and chorionepithelioma, The hyperlutinization 
involves both the granulosa and the theca interna. The pituitary from the 
case of chorionepithelioma showed an abnormally marked and_ persisting 
pregnancy react‘on which, no doubt, accounts for the persistence of the 
Zondek-Ascheim test long after the removal of the original tumour, as 
has been recently reported. The authors think that the persistence of the 
pregnancy test is due to the masses of trophoblast in the metastases and 
that the resulting pituitary reaction calls forth the abnormal lutinization 
in the ovaries. 


Some observations on the etiology of dysfunctional uterine bleeding. 

The summary of this long paper by Greaves is as follows :— 

1. Metrorrhagia is associated with complete absence or marked defective- 
ness of the corpus luteum. 

2. The bleeding of metrorrhagia is the result of localized necroses in 
a dysplastic endometrium 

3. Typical dysfunctional metrorrhagia is almost constantly associated 
with endometrial dysplasia. 

4. Endometrial dysplasia is produced by the abnormal continuation of 
the unantagonized follicular hormone and is constantly associated with 
follicle cystosis. A possible influence from the anterior lobe of the pituitary 
body must be considered. 

5. In periodic dysfunctional bleeding both the follicular and the corpus 
luteum hormones are present, but in an unbalanced physiological state. 
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Gland dysplasia may or may not be present according to the extent of 
the disturbance. 

6. The bleeding of fibroid tumours (with exceptions noted) is dys- 
functional in nature and is morphologically and physiologically identical 
with that from non-fibroid uteri. 

7. The specificity of the corpus luteum hormone in contrast to that of 
the follicle has been confirmed by Smith, first by a repetition of Corner’s 
work, and secondly by the discovery of distinctive reactions in the blood 
chemistry of experimental animals under various sexual conditions. 


The question of possible endometrial trauma and dislocation associating uterotubal 
insufflation. 
The possibility of dislocating endometrial particles as a result of tubal 

insufflation must have occurred to many in view of Sampson’s theory of 

the «etiology of endometrioma. Rubin has not encountered a single instance 
in which the result followed his test, but he has thought it well to investi- 
gate the possibilities and probabilities. After repeating his dicta that 
insufflation should not be carried out during bleeding, nor after curetting, 

Rubin states that he has found endometrial fragments on the tip of his 

cannula after carrying out his test. He was unable, however, to dislodge 

these fragments by the passage of gas through the cannula, except with a 

pressure considerably over 200 mm, Hg. This obstruction, coupled with 

the absence of any evidence that transplantation has followed tubal insuffla- 
tion, seems to prove that the test is safe provided the technique is correct 
and the mucosa intact before the cannula is introduced. 


Lostoperative obstetric embolus—its incidence, cause, and prevention. 


The mystery of the cetiology of thrombosis and embolism has always 
been of interest to surgeons. Polak thinks that the increase of blood 
platelets and leucocytes after operations increases the ability to intra- 
vascular coagulation and quotes Allen’s observations in support of lis 
contention, In this paper he attempts to determine the incidence and the 
contributing causes. There was an incidence of 0.3 per cent in 6,260 pelvic 
operations, as contrasted with an incidence of 0.72 per cent in 5,734 maternity 
cases. Embolism is more common and more fatal alter gynecological 
operations, while thrombosis is more frequent after labour, The symptoms 
oceur carlier in the obstetric cases and have a tendency to be associated 
with toxsemia, which may be a contributing cause, It is interesting to 
notice that so per cent of the obstetric cases occurred after normal labour ; 
two of these patients had been transfused for severe secondary ancemia. 
The clinical symptoms oceur between the second and third weeks, icc. about 
the time the patients are allowed out of bed. The mortality rate is higher 
In women over qo vears of age. All the patients in both groups lad some 
febrile reaction, sugvesting that infection is a possible causal factor. Polak 
and Mazzola conclude that a more complete preoperative study and treat- 
ment of cases of anemia, high blood pressure, blood diseases and. basal 
mictabolism may lower the incidence, ‘the best prophylactic measures are 
to increase metabolic activity by thyroid extract and the circulation by 
passive movements. 
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Granulosa-cell tumours of the ovary and their relation to postmenopausal bleeding. 

R. Linde reports three cases of this rare tumour of the ovary and one 
of the closely related o6phoroma folliculare. He gives a number of refer- 
ences. He considers that the tumours grow from embryonal rests in the 
medullary portion of the ovary. The tumours are most often found after 
the climacteric and tend to be associated with bleeding. The frequent 
presence of hyperplasia of the endometrium suggests that the tumour 
arises from cells which are, at least genetically, related to the normal 
granulosa cells. The majority of the tumours are benign, but malignant 
forms occasionally occur, 


The early diagnosis of adnexal cancer. 

Anspach emphasizes the necessity for early diagnosis. He advocates 
the education of women as to the significance of vague abdominal distress 
and any sort of irregular bleeding or discharge as indications of possible 
ovarian new growths. To students and practitioners emphasis should be 
placed on these carly symptoms rather than on late manifestations. He 
advocates repeated periodic pelvic examinations of all women, but especially 
of those who have had carcinoma elsewhere. When posteclimacteric bleeding 
continues in spite of negative curettage ovarian cancer may be suspected. 
In such cases he appears to advise laparotomy, even if there is no palpable 
tumour. He issues a warning against the use of radium to stop uterine 
bleeding when the reason for the symptom is not clear. 


The treatment of salpingitis by local injection of turpentine. 

Using 10 per cent turpentine in oil, Little has injected, per puna the 
appendages of 75 patients for salpingitis in various stages. He has had 
excellent results and no deaths nor ill results from the treatment. The 
relief appears to be permanent. The method is simple and safe. 


The present status of the treatment of carcinoma of the cervix uteri. 

Zweilel’s conclusions from this review are that cancer can be treated by 
surgery, radiation, or a combination of both methods. The absolute per- 
centage of cures by (a) radical abdominal surgery is 20, by (b) radical 
vaginal surgery is 17, and by (c) irradiation (X-rays or radium) is 17.7 
Surgery can be combined with radiation, and the combination produces the 
best results. The greatest advantage of radiation is the cure of some inoper- 
able cases. 


Report of results of radium treatment of carcinoma of the cervix. 

This is a report of 92 cases treated between to2t and to24. The method 
employed was the insertion of roo milligrammes into the cervix and ten 
five-miligramme needles into the periphery of the growth. A total dose 
of 3,500 to 5,000 milligramme hours was given. A much larger dose is now 
used. The mortality was 17.4 per cent. 


Dysmenorrheea of endocrine origin responding satisfactorily to medical therapeutic 
measures, 
Wendel’s object in this essay is to call attention to a type of functional 
dysmenorrhea which he calls goiterous dysmenorrhea, The outstanding 
clinical features are mild chronic hyperthyroidism, nervous instability. and 
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pelvic pain, The latter is often erroneously diagnosed as due to chronic 
appendicitis. The basal metabolic rate is normal; there may be tachycardia 
on exertion; fine or coarse tremors of the fingers may be observed. The 
patients are nervous and impatient but they are not neurotic. The authors 
speak highly of a mixture of potassium bromide and potassium iodide 
combined with arsenic, which should be taken over a long period. 


Delivery through the natural passages following Cwsarean section. 

McLane reports 38 cases in which natural delivery followed previous 
Ceesarean section. There had been various indications for the operation 
which had been performed eleven times for pelvic deformity. There were 
no cases of ruptured uterus and no maternal deaths, The length of labour 
varied between three and 50 hours, the average duration being 15 hours. 
Most of the patients were, for practical purposes, primiparee, Of the 38 
cases, 21 were delivered by the forceps. Fourteen of the children were 
delivered by the breech, Only one child was stillborn, following a low 
forceps extraction. 


The use of thymophysin—a report of 38 cases. 

The authors report their experiences with the use of this drug in 38 
cases. They find that the original dose (1.0 ¢.c.) is too large and advise a 
dose of 0.25 ¢.c., Which can be repeated if necessary. They have used it in 
all stages of labour. The contractions are very strong and may become 
tetanic. It is unfortunate that they have no blood pressure observations 
to report in view of the statement that the depressing effect of the thymus 
extract counterbalances the pressor effects of the pituitrin. There were 
no maternal nor foetal deaths. They feel that thymophysin is still too 
dangerous a drug for general use. 


The Ascheim-Zondek reaction in hydatidiform mole and rnialignant chorion- 
opithelioma. 
Mack and Catherwood find that the reaction is an important diagnostic 
and prognostic aid in cases of hydatidiform mole and chorionepithelioma. 


The action of thymophysin on the human pregnant in situ. 

Rucker has studied the behaviour of this drug by means of a Voorhees’ 
bag within the uterus connected with a manometer. In one case there was 
no change after a dose of % ¢.c. A second case showed some increase in 
the frequency and a decrease in the force of the contractions. In two other 
cases similar but more marked changes occurred after a dose of 1.0 ¢.c. 
The response, when it occurred at all, was an incomplete tetanus lasting 
a quarter of an hour, The author thinks that it is a dangerous drug even 
though his observations do not demonstrate its dangers. 


The determination of fetal maturity in utero. 
By measuring the occipito-frontal diameter by radiographic means Thoms 

has been able to deduce that if this diameter is over 10.5 em, the body 

will be over 2,500 ¢rams, 

W. W. King. 
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Vol. li, No. 5, November, 1930. 
*Primary carcinoma of the Fallopian tubes. W. W. Holland. 

Vol. li, No. 6, December, 1930. 
*Cyclical changes in vaginal mucous membrane. S. H. Geist. 
*Diagnosis of contracted pelvis by an impression method. D. S, Hillis. 
*Adenoacanthoma of the uterus with metastasis to the posterior medias- 
tinum and dunos. A. Stein and Torek. 


Primary carcinoma of the Fallopian tubes. 

In reviewing the history of primary carcinoma of the Fallopian tubes, 
from the time when Orthmann in 1888 gave the first reliable description of 
the condition, the author shows that the number of reported cases is 
gradually increasing. There are now 206 cases in the literature, including 
the nine cases which he reports in the present article. Holland thinks that 
the apparent increase in frequency is due to improved diagnostic means 
and a more comprehensive knowledge of histology. In discussing the 
aetiology of the condition he concludes that inflammatory changes in the 
Fallopian tubes do not deserve the sctiological significance which has been 
attributed to them. He likewise refutes the belief that primary carcinoma 
of the Fallopian tubes is more common in sterile women than in those who 
have borne children, and he can find no evidence to substantiate von 
Franqué’s theory that genital tuberculosis is an etiological factor. He finds 
that carcinoma of the Fallopian tubes is commonest between the ages of 
go and 50 years. It is uncommon below 35 and over 60, although cases have 
been reported in patients vounger and older than these ages respectively. 
Holland follows the pathological classification of Sanger and of Barth, who 
recognized the two types, papillary carcinoma and papillary alveolar carci- 
noma. He regards the latter as a more advanced stage of the former type. 


Cyclical changes in vaginal mucous membrare. 
Geist reviews the literature of the subject and records his 
observations in So cases. The specimens which 


own 


were studied histo- 
logically were obtained from women whose ages varied from 28 to 66 years. 
Fifteen of the patients were at the menopause. All the women were in 
good physical condition and, except in cases of patients who had passed the 
menopause, there were no disturbances of the normal menstrual cycle. The 
speciinens of vaginal mucous membrane were obtained by removing, during 
the course of anterior and posterior colporrhaphy operations, an oval flap 
of the mucous membrane from the anterior and posterior vaginal walls. 
The flaps were taken from the upper portion of the vagina in order to avoid 
that portion of the mucosa which might have been altered by exposure. In 
several cases punch specimens were removed at regular weekly intervals 
during two complete periods in the same women. After fixation the speci- 
mens were subjected to routine histological examination. As a result of 
these experiments Geist is able to confirm the findings of other authors, 
some of whom worked on animals and some on the human female, that the 
vaginal mucosa undergoes a cyclical variation which corresponds approni- 
mately with the cycle in the ovaries and in the uterus, 

During the first week after mensiruation the vaginal mucosa consists of 
one broad layer, the basal layer, with one or two rows of small, dark, deeply- 
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stained cubical cells with, more superficially, a few additional rows of oval 
and polyhedral cells with round pale nuclei. These cells show a tendency 
to vacuolation. During the second week after menstruation the upper 
portion of the basal layer becomes thickened ; this is due to an increase “Nn 
the number of cells, which concomitantly become more vacuolated, At this 
stave the most superficial cells become slightly flattened. During the third 
post-menstrual week this division into a superficial or functional layer of 
flatened cells, and a basal layer of cubical and vacuolated cells, becomes 
more marked. At the same time the superficial layer of flattened cells 
increases in thickness, while a small zone, two or three cells in thickness, 
of hyalin cells and pigmented cells makes its appearance between the 
functional layer superficially, and the basal layer deeply. This intermediate 
layer has been named by Dierck, the intra-epithelial cornification zone. 
During the remainder of the fourth week, that is, immediately before the 
next menstrual period is due, the separation into the three zones becomes 
better defined, the final stage being one in which the superficial zone 1s 
represented by a cornified mass of epithelial scales, apparently ready to 
desquamate, separated by a distinct narrow zone from the basal zone. 

In conclusion the author states that it is difficult at the present time, 
and with histological methods at present available, to accord to each picture 
its proper place in the cycle, and that, just as there are variations in the 
ovarian and the uterine cycles, with overlapping and individual differences 
in the same patient, so, in the vagina, the same variable conditions prevail. 


Diagnosis of contracted pelvis by an impression method. 

Hillis dscribes a modification of Mueller’s method for determining the 
relative sizes of the foetal head and the maternal pelvis. This modification 
depends upon the fact that when the lowest bony part of a moderately 
moulded, or non-moulded, head has reached an imaginary line drawn 
between the two ischial spines the biparietal diameter of the head is passing 
through the true conjugate diameter of the pelvis. If, therefore, the lowest 
bony part of the head lies at a level lower than the imaginary line, or if 
it can be pushed below this level by pressure on the breech of the child 
through the fundus uteri, there can be no bony disproportion at the brim. 
The patient being in the lithotomy position the obstetrician locates the tips 
of the ischial spines by means of a finger in the rectum. The other hand 
is used to exert pressure on the fundus. Excluding bony disproportion 
there are three conditions which may prevent the descent of the head when 
pressure is made on the fundus. These are incomplete development 
of the lower uterine segment, excess of liquor amnii of 
co-operation on the part of the patient. The last-named difficulty can, of 
course, be overcome by anesthesia. The author finds that the head can be 
pushed below the level of the ischial spines in from oo to 96 per cent 
of vertex cases at term. Tf it cannot be pushed below this level at the 
heginning of labour the case should be managed with a view to possible 
Cresarean section. 


Adenoacanthoma of the uterus with metastasis to the posterior mediastinum and 
lungs. 
A case of the rare condition of adenoacanthoma of the uterus is reported, 
A unique feature of the case was the occurrence of secondary deposits in 
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the mediastinum and the lungs. The authors review the literature of the 
subject; they have failed to find any other case in which metastases, 
secondary to adenoacanthoma of the uterus, were found in the lungs. 
The patient was a married woman, aged 42 years, whose symptoms and 
signs suggested carcinoma of the uterus. When hysterectomy was performed 
in 1927 the entire uterine wall was found to be invaded by carcinomatous 
tissue. Microscopically the growth was found to be composed of glandular 
and squamous elements. The patient remained free from signs and 
symptoms of recurrence until more than two and a half years after operation. 
Then she began to complain of pain in the epigastrium, loss of appetite, 
and dysphagia. She lost weight rapidly. X-ray examination of the chest 
revealed a smooth, round, sharply circumscribed mass in the mediastinum. 
It was thought to be a cyst, and operation was therefore undertaken. After 
removal it was proved to be an adenoacanthoma of the lung and posterior 


mediastinum secondary to the earlier growth in the uterus. The patient 


made good recovery from the operation, but the authors state in a footnote 
that she died six months later. 
performed. 


A post-mortem examination was not 
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Vol. 95, No. 24, December 13, 1930. 
Pre-natal treatment of syphilis. U. J. Wile and J. W. Shaw. 
* Additional light on the dysmenorrhcea problem. N, F. Miller. 
Vol. 96, No. 1, January 3, 1931. 
*The three hormone tests for early pregnancy. C. Mazer and J. Hoffman, 


Menstrual disorders in adolescent girls: their significance and treatment. 

Lawrence, in an interesting article, portrays the results of examination 
of one hundred women with delayed or scanty periods. Fifty were sterile 
married women, and the remaining fifty were adolescent girls. Examina- 
tion was carried out as thoroughly as possible, with particular regard to 
pelvic hypoplasia. Basal metabolic rates were estimated. The conclusions 
arrived at from the investigation show that the occurrence of delayed 
menarche or abnormal menstrual rhythm or flow in adolescent females in 
indicative of subnormal development of the reproductive organs, which is 
likely to result in diminished fertility during adult life. It is more often 
due to systematic functional disturbances than to pelvic disease, 
and of these disturbances insufficiency of the anterior pituitary hormone 
is the commonest. Spontaneous compensation of such conditions does 
occur, and treatment is not indicated by slight delay in the establish- 
ment of normal menstruation; but if that function has not become 
normal by the sixteenth year the attitude of optimistic expectancy must be 
abandoned, Inthe great majority of these adolescent patients the symptoms 
are not due to primary ovarian insufficiency, but to some endocrine or non- 
endocrine systemic condition that renders the potentially normal ovary 
inert. The commonest of these conditions are focal sepsis, insuffict — protein 
diet, and deficiency of the anterior pituitary hormone. In the series which 
he reported the oral administration of anterior lobe substance, in adequate 
dosage, has given encouraging results in patients in whom the existence 
of such a pituitary insufficiency was demonstrated, 


Endometriosis; A review based on the study of one hundred and eighteen cases. 
Keene and Kimbrough have investigated their series of patients from 
every possible standpoint, and comparisons with other series of Donald, 
Smith, King and Shirer are tabulated, and there appears to be a marked 
disparity in the symptoms of the different groups, all of which facts prove 
the extreme variability of the pathological lesion, They have 110 cases 
in the intraperitoneal group, which comprises lesions of the ovaries, Fallo- 
pian tubes, uterus, peritoneum, and intestines. Uterine fibromyomata were 
associated with 55 per cent of the cases in this group, and chronic adnexal 
disease with 20 per cent. The menorrhagia incidence must be increased by 
these conditions, The age incidence was very variable, ranging from 22 to 
60 years, but just under 50 per cent of the cases occurred in the fourth 
decade. While acquired dysmenorrhcea is extremely common, 4o per cent of 
their cases gave no history of menstrual pain. Dyspareunia was common, 
and 45 per cent of patients experienced intermenstrual abdominal pain. 
The authors discuss the diagnosis of the lesion at some length, though little 
new information results. Six of the remaining cases had lesions of the 
rectovaginal septum, two had umbilical lesions, and one tumour was situ- 
ated in a laparotomy scar. In discussing the treatment of endometritis the 
authors stress the importance of conservative measures when possible. This 
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is important, in view of the usual youth of the patient. Too often, however, 
radical measures are demanded by extensive involvement of the surrounding 
tissues and organs. Forty-eight patients were treated conservatively, with 
very successful results, three patients only developing further evidence of 
the disease. Of fourteen married women, in whom the essential organs for 
childbearing had been conserved, 28 per cent have borne a child subse- 
quently. The authors prefer surgery for the treatment of all symptomatic 
intraperitoneal lesions, and only in rare instances will they consider radium 
or X-ray treatment. For umbilical and scar tumours they also prefer 
excision. In all very diffuse lesions, when total removal is out of the 
question, they rely on bilateral odphorectomy. 


Endocrine studies: The endocrine influence in sterility. 

The author has studied several hundreds of patients, and has divided 
them into three groups. The first consists of persons in whom a definite 
endocrine condition has been evaluated by a comprehensive diagnostic study. 
The second consists of patients in the same numerical series in whom the 
diagnostic investigation had eliminated an endocrinopathy and demon- 
strated an existing pathological lesion cf non-endocrine etiology. The 
third group, selected for control, was a consecutive series of 250 healthy 
women, all pregnant, drawn from a prenatal service. 

Thus a series of sterile marriages has been reported with regard to the 
co-existance of various diseases, and the marriage histories of a group 
of normal, healthy, pregnant women have served as controls. It appears 
that endocrine disorders do not result in a decreased number of marriages. 
The per mitace of sterile marriages is highest in those showing ovarian 
disease, next ighest in thyroid disease, and lowest in pituitary disorders. 


Functional disorders of menstruation, with remarks on organotherapy. 

Recent advances in the knowledge of the physiology of menstruation 
make it necessary to revise the interpretation of the mechanism involved 
in functional menstrual disorders. Amenorrhoea and hypomenorrhcea are 
most often of constitutional or endocrine origin, local pelvic causes being 
less common. The ovarian function is singularly sensitive to nutritional 
and circulatory deficiences, disappearance of the cycle being the common 
result. The treatment of the amenorrhcea produced by such general 
diseases as tuberculosis, aneemia, and dietetic deficiencies is, of course, the 
treatment of the underlying conditions, and endocrine therapy is contra- 
indicated. Of the endocrine causes of amenorrhoea the most common are 
ovarian deficiency, hypopituitarism, and thyroid disorders. Often these 
types are easily distinguished by well-defined clinical syndromes, but the 
specific and scientific basis for such differentiation is often incomplete. 
Amenorrhcea is often unaccompanied by any other symptom, and may 
need no treatment except the reassurance of the patient as to the essential 
harmlessness of the condition. If accompanied by sterility, treatment, 
though often successful, is indicated. Extracts of the ovary, thyroid 
and pituitary are often used in various combinations, The oral adminis- 
tration of ovarian extracts is worthless in the re-establishment of 
menstruation, Hypodermic preparations and the ovarian-follicle hormone 
have so far been unsuccessful, The recent discovery of an active corpus 
luteum principle may improve the results, but these will be far from the 
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ideal. The treatment of amenorrhcea by means of anterior pituitary 
extract probably offers the best hope for the future, though its oral 
administration will be fraught with disappointment. Thyroid administration 
will probably continue to hold out the best hope for some Tittle time to 
come. The treatment of oligomenorrhcea is, in general, similar to that 
of amenorrhcea and hypomenorrhcea. While the organotherapy of 
menstrual disorders is still unsatisfactory, the recent additions to the know- 
ledge of the female sex cycle justify the hope that before long the problem 
will be approached much more intelligently and precisely than in the past. 
It would seem quite likely, for example, that the «etiology of the various 
disorders will soon be determinable by studies of the biological chemistry 
of the blood. These methods have been used to some extent, but their 
refinement, simplification and their wider utilization may make organo- 
therapy a more scientific procedure than it has been in the past. 


Malignant chorionepithelioma uteri. 

The authors survey the literature on the subject of chorionepithelioma, 
and give some details of the symptomatology of the condition. Diagnostic 
hints, both macroscopic and microscopic, are given, and they give, in 
detail, a series of eight cases. Three methods of treatment were employed 
in the series, pan-hysterectomy alone, hysterectomy with subsequent 
radiation, and radiation alone. Success seems to have attended all three 
methods of attack, and at the time of writing six of the eight patients 
remained well, They conclude that all tissues expelled during abortion 
and labour at term, and all moles, should be examined microscopically to 
exclude disease or new growths of the chorion. A hysterectomy and biopsy 
should be done if curettage is negative and the presence of a chorioma is 
suspected, or if recurrent bleeding occurs. The prognosis and the indica- 
tions of treatment can be made with safety from histological examination. 
Absence of the connective tissue core means chorioma. The treatment of 
choice for the condition is hysterectomy even if metastases are present, as 
these latter may regress after the removal of the primary growth, Although 
it may be that radiation after operation will improve the results, the number 
of cases so treated is too small to warrant any positive conclusions. Early 
diagnosis is essential for successful treatment. 


The heart in pregnancy. 

The first essential is an accurate diagnosis of the condition of the heart. 
Organic disease of the heart is absent in many women the integrity of 
whose hearts has been questioned. If cardiac disease is present it is nearly 
always some form of rheumatic heart disease. The average age of death of 
patients with rheumatic heart disease is 35.5 years. Statistics show that 
the average age at death was 42.4 years for married women with heart 
disease, and 47.2 years for those who were unmarried. The number of 
children of the married women, in the group analysed, averaged 5.75. The 
mortality from cardiac disease in pregnancy is slightly greater than that 
of cardiac patients of similar age’in the general population. Probably 
go per cent, or more, of cardiac patients survive pregnancy and parturition. 
The fact that married women with rheumatic heart disease die before their 
time, because of the natural evolution of this disease rather than because 
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of childbearing, should be considered when advising women with heart 
disease regarding marriage and pregnancy. 


Extrauterine pregnancy. 

The series of 167 cases of extrauterine pregnancy which has been 
studied shows that the average case does not conform to the typical 
picture of the disease. The condition may occur at any time within the 
childbearing period, but it is most frequently seen between the ages of 
27 and 35 years. There was a high proportion of anteflexed uteri and 
irregular or delayed menses in this series, and this suggested to the authors 
the frequent association of genital hypoplasia, Parity is no guarantee 
against future ectopic pregnancy, but the probability of its recurrence js 
in inverse proportion to the number of intrauterine pregnancies. Although 
in 80.5 per cent of these patients there had been no complaints referable 
to the pelvis, previous to the extrauterine gestation, in 46.3 per cent of 
the number there had been some abnormality of the opposite adnexa. 
Syncope occurred in 24 per cent, and pain had been present in most cases 
from one to six weeks before admission to hospital. Most of the patients 
were adinitted before three missed periods. The temperature on admission 
usually ranged from normal to 100 F., and the comonest pulse rate was So 
to 100. Pelvic masses were found in 85.5 per cent of the cases, and ruptured 
ampullary pregnancy was the commonest lesion, The pre-operative diag- 
nosis was correct in 61.3 per cent of cases, and the operative mortality of 
the series was 1.8 per cent. No deaths could be attributed to haemorrhage. 
The most reliable data for diagnosis are the history of amenorrhcea, 
consistently localized lower abdominal pacin, metrorrhagia, signs of preg- 
nancy, and a typical pelvic mass. 


Hysterectomy. 


The authors briefly define the indications for the operation and quote 
the statistics of different authorities. Their 1,851 cases have all been 
subjected to one of three operative procedures, abdominal pan-hysterectomy, 
abdominal supracervical hysterectomy and vaginal pan-hysterectomy. The 
first mentioned accounts for 58.2 per cent of the operations, the second for 
32-9 per cent, the third for 8.8 per cent. They consider that each operation 
has its right place in the surgeon’s repertoire. The average age of patients 
subjected to the total abdominal operation is 39.3 years, to the subtotal 
abdominal operation 35.7 years, and to the vaginal operation 47.5 years. 
The commonest symptoms were pain, haemorrhage, the presence of a 
tumour, leucorrhoea, and urinary disturbances. The association of other 
operative procedures with the removal of the uterus is considered in detail, 
and ranges from removal of the adnexa to perineal repair and even cholecys- 
tectomy. In all, coincident with the hysterectomies, there were 5,620 
additional operations. The gross mortality for 1,078 pan-hysterectomies 
was 4.1 per cent, for 60g supracervical hysterectomies 4.4 per cent, and for 
164 vaginal hysterectomies 3.6 per cent. The operative complications— 
shock, cut ureters, lacerated bowel, lacerated bladder, haemorrhage, and 
cardiac failure—amounted to 5.5 per cent in the cases of pan-hysterectomy, 
6 per cent in those of supracervical hysterectomy, and 4.2 per cent in those 
of vaginal hysterectomy. The postoperative complications, including 
infection, peritonitis, phlebitis, embolism, cardiac failure, fistulae, pneu- 
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monia, pyelitis, cystitis, hernia, heemorrhage, intestinal obstruction, and 
mental breakdown amounted to 2.8 per cent, 2 per cent, and 2.1 per cent, 
respectively, in the three operative procedures. 


Occlusions of the lumen of the Fallopian tube. 

In this investigation the authors have examined forty-nine Fallopian 
tubes, with reference to occlusions of their lumina. The method of 
demonstrating the extent, character and resolutions of the occlusions, by 
bismuth injection, is presented. Any portion of the Fallopian tube may be 
the site of the occlusion, but the most frequent site is in the isthmical 
portion. Resolution of the lumen is proved to depend on the absorption of 
inflammatory products. They consider that healed abscess cavities and 
canaliculi demonstrated by bismuth injections are important causes of extra- 
uterine pregnancy. When the fimbriated end of the Fallopian tube is not 
adherent to the ovary it is frequently partially or completely open. In their 
cases tubo-ovarian abscesses communicating with ovarian-abscess cavities 
were not found, They consider that operations to re-establish the lumen 
should never be contemplated until the exact site of the obstruction is 
ascertained, as surgical attempts to re-establish patency are not satisfactory 
when the occlusion is located in the intramural or the isthmical portions. 


Pregnancy and tuberculosis. 

The authors have obtained the cases from Trudeau Sanatorium, and 
they have taken detailed histories and after-histories of a group of 484 
patients. They come to the conclusion that pregnancy has a definitely 
deleterious effect on tuberculous women, and that the more advanced 
the tuberculosis the more disastrous is the effect of pregnancy. The women 
who, after being cured, allowed three or more years to elapse before 
becoming pregnant, and who obeyed all the rules and regulations after 
leaving Trudeau, fared better than those who did not. Postpartum 
haemorrhage occurred in a very large proportion of the cases, amounting 
to 44 out of 317, or 13 per cent. Menstrual disorders were very common 
among this group of tuberculous women, being reported as 47 per cent. 
Out of 579 children born, 556 are alive, and 501 are healthy and well. 
Fifty-five are below par, and nine only of these have had tuberculosis in 
any form. Education of the patient in the care of herself as regards 
tuberculosis, as well as regards prenancy, is of the utmost importance. 
The authors agree that the subject is a difficult one, and that there are 
many opinions. ‘To pursue the correct onc, doing justice to the mother, to 
the child, and to the other members of the family, demands most careful 
thought and the exercise of the keenest judgment. Volumes have been 
written on the subject, but little has been done for the unfortunate gravida 
who has pulmonary tuberculosis. Sanatoria, clinics, and rest homes have 
been provided for all ages and conditions of patients except for pregnant 
women. Intelligent guidance through pregnancy, scientific supervision of 
the labour and puerperium, with proper care of the child and sanatorium 
treatment for the mother, should be the management of all such cases. 


Additional light on the dysmenorrhea problem. 
This is a preliminary article only, on the relation which exists between 
muscle tone and posture on the one hand and dysmenorrhcea on the other. 
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The work involved the examination of 758 young women, all of whom were 
either students or unrses. A permanent record was taken by means of a 
photographic silhouette, and an estimation of muscle tone was made. This, 
of necessity, was a difficult problem, and the author fully recognizes its 
limitations. The cases were followed from year to year, and at the end of 
four years the author hopes to produce the results of corrective exercises in 
these young women, as estimated from the improvement or otherwise of 
the periodic monthly pain. Over the two-year period which has already 
elapsed the general improvement has been quite remarkable, and we shall 
look forward with interest to the publication of the full four-year figures. 


The three hormone tests for early pregnancy. 

The study embraced a series of 314 cases, each of which presented, at 
least temporarily, a problem in diagnosis ; most of them occurred within 
two weeks of the first missed period. The three tests applied to each case 
were the Ascheim-Zondek, the female sex hormone, and the Siddall tests. 
The authors conclude that the tests for pregnancy are of distinct clinical 
value, and that the female sex hormone test is the most reliable when 
positive, in that the proportion of error in non-pregnant women is less than 
four per cent. The inability of the genital tract to utilize the small quantity 
of the female sex hormone present in the blood in women with ovarian 
deficiency results in its elimination by the kidneys; hence the occasional 
false positive reaction by the female sex hormong test in these cases. The 
compensatory pituitary hyperfunction accompanying ovarian deficiency is 
responsible for the comparatively large number of falsely positive reactions 
in the Ascheim-Zondek and Siddall tests. The tests performed individually 
render a positive reaction in about 75 per cent of early pregnancies ; when 
combined the percentage of positives is increased to go by virtue of one of 
the three tests showing a positive reaction. A negative finding does not 
exclude the possibility of pregnancy ; repeated negative reactions are fairly 
reliable. 


C. D. Read. 


American Journal of Diseases of Children. 

Vol. 4o, No. 3, September, 1930. 

*Differential white count in infancy : comparison by supravital and fixed 
smear methods. C, IL. Smith. 

*Infectious mononucleosis. J. P. Price. 

Vol 4o, No. 4, October, 1930. 

*Cerebrospinal fluid of premature infants: results of a series of spinal 
punctures in one hundred and seventy cases, with special reference to 
the origin of physiological xanthochromia of the newborn infant. 
J. Glaser. 

*Hyperplasia of the corpora adiposa buccarum in a new-born infant, F.C. 
Neff and J. A. Billingsley. 
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Differential white count in infancy: comparison by supravital and fixed smear 
methods. 

Differential leucocyte counts are most commonly performed on a blood 
film stained by some modification of the Romanowski method, but they 
may also be made by the “supravital method’? in which the cells are 
stained with vital neutral red for 20 to 30 minutes at 37°C. By this method 
the cytoplasm, granules and vacuoles are differentiated and the motility 
of the motile cells should not be impaired. With rigid attention to the 
technical details injury to the cells becomes negligible. 

Two inain advantages lie in the supravital method: (1) with care an 
even distribution of the cells may be obtained, whereas by the fixed smear 
method distribution may be so unequal that a relative lymphocytosis may 
be obtained from the middle and a neutrophilic leucocytosis from the edges 
of the film. (2) Cell fragmentation is reduced to a minimum, with the 
result that the count of the polymorphonuclear leucocytes, which are the 
more easily fragmented, approaches more nearly to the true figure. It 
follows that a comparison of the supravital with the fixed smear count 
will, in favour of the former method, show similarity of consecutive differ- 
cntial counts on the same preparation and a higher ratio of polymorpho- 
nuclear leucocytes or lymphocytes. In pyogenic infections, with leuco- 
cytes, the differential count from fixed smears gives, at times, a much 
lewer polymorphonuclear percentage than expected. This discrepancy is 
due to the increased fragility of the polymorphonuclear cells which results 
from the infection. It is a good practice to record the extent of cell 
damage encountered. 


Infectious mononucleosis. 

Glandular fever (infectious mononucleosis) has been reported in infants ; 
especially in epidemics of the disease. In this paper a sporadic case 
occurring in an infant of seven months is described. An historic account 
of infectious mononucleosis follows, and descriptions of the characteristic 
blood picture and the clinical course of the disease are included. 


Cerebrospinal fluid of premature infants: results of a series of spinal punctures in 
one hundred and seventy cases, with special reference to the origin of physio- 
logical xanthocromia of the new-born infant. 

Lumbar puncture in the new-born premature infant yields, but rarely, 

a colourless spinal fluid. Acute meningeal congestion may make the fluid 
hazy, and meningeal hemorrhage results in blood staining. There is, 
moreover, a physiological xanthochromia which is due to a high icterus 
index of the fluid. The icterus index of the blood serum and the cerebro- 
spinal fluid run parallel. It is believed that bile salts do not enter the 
cerebrospinal fluid of the jaundiced adult unless the choroid plexus is 
damaged, and a hypothesis is advanced to the effect that in premature 
infants there is an increased permeability of the blood-cerebrospinal-fluid 
barrier due to histological and physiological immaturity. 


Hyperylasia of the corpora adiposa buccarum in a new-born infant. 
A hyperplastic disorder of the sucking pads in a negro infant is 
described in a short paper. On the sixth day of life a firm tumour of 
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irregular outline was noticed in each cheek. One of these tumours was 
removed and it popped out like a lipoma, and seemed encapsulated 
Histologically the mass was not a lipoma, but presented a_ peculiar 
structure. There was an increase of fibrous tissue and in inflammatory 
reaction; many of the fat cells were abnormal and there were cleft-like 
spaces containing doubly refractile crystals. The pathological appearance 
suggested that the mass was lobulated embryonic adipose tissue, showing 
a mild inflammatory reaction, probably due to infection of the sucking pad. 
The other cheek had returned to normal by about the end of the third 
week. The differential diagnosis is not discussed and no reference is made 
to sclerema neonatorum. 


Diphtheria of the umbilicus. 


This paper records the case of an infant of six weeks who developed 
diphtheritic paralysis and myocarditis following infection of the umbilicus 
with B. diphtheria. A postmortem examination was performed and the 
diagnosis of myocarditis was confirmed histologically ; there were toxic 
changes in the liver and kidneys but no suprarenal hemorrhages. Klebs- 
Loffler bacilli were obtained from the heart’s blood. A review of the 
literature includes mention of some 60 cases of umbilical diphtheria. In 
Igig two epidemics of umbilical diphtheria occurred in maternity hospitals, 
five cases as Bergen and 30 cases at Christiania. 


Bile salt hemolysis in new-born infants and its inhibition by the blood serum. 


The blood serum has a protective action against the hemolytic property 
of bile salts. The authors have made a study of the haemolytic action of 
bile salts and the protection of red corpuscles by serum in hepatic and 
anhepatic jaundice of new-born infants. Compared with adult blood the 
normal new-born infant has a relatively high icterus index and may be 
regarded as being in a state of “latent jaundice,’ In the cases investi- 
gated the serum protection was always sufficient to prevent haemolysis, 
and these cases included ten normal infants, 25 instances of idiopathic 
jaundice, three cases of jaundice associated with congenital syphilis and 
one case of melaena neonatorum. 


Massive suprarenal hemorrhage in the new-born infant. 


Four cases of massive suprarenal hemorrhage in the new-born are 
described. The first was fatal and an autopsy was performed. Two were 
treated by intravenous whole blood transfusion and recovery took place. 
In these the diagnosis rested on the finding of a mass in the right hypo- 
chondrium in a new-born infant, who appeared to be exsanguinated. The 
fourth case was one of generalized hemorrhages which proved fatal 
before transfusion of blood could be carried out. ‘The paper contains a 
description of the suprarenal glands in the new-born infant the 
changes in structure which they undergo in the first few weeks of life. 


R. C. Lightwood, 
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Gynécologie et Obstétrique. 
Vol. xxii, No. 3, September, 1930. 
On the prophylaxis of cancer of the cervix uteri. F. Spirito. 
*The effects of testicular extracts on the isolated uterus. Wislanski and 
The anatomical structure of the human breast and its pathological conse- 
quences. J. Rousset. 
On a case of generalized neurofibromatosis and pregnancy. V. M. Moreira. 
*The anterior pituitary hormones and genital physiology. P. E. Morhardt. 


Vol. xxii, No. 4, October, 1930. 
*Surgical treatment of the condition of low insertion of the placenta. 
Turenne, 
*A new surgical procedure for the treatment of sclerocystic odphoritis. 
C. A. Castano and A. S. Introzzi, 

On the subject of dilatation of the cervix uteri at the end of pregnancy, 
under spinal anesthesia. (Delmas’ method). A. Ginglinger and R. 
Pinsan. 

On the treatment of vomiting, uncontrolled by insulin. J. Akimoff, 
R. Kroupenin and N. Albegoe. 

Osteoplasia of the ovary. E. Hitzanides and Photakis. 

Vol. xxii, No. 5, November, 1930. 

The results of the treatment of eclampsia by telephonic consultation. 
B. Stroganoff. 

*The avoidance of labour in eclampsia at the end of pregnancy. J. C. L. 
Massini. 

*The remote results of operations on the syinpathetic system in Gynie- 
cology. I. Michon and. J. Haour. 

The treatment of adnexitis by intradermal vaccine therapy. A, Metzger 
and E. Fisson. 


The effects of testicular extracts on the isolated uterus. 

Testicular extracts inhibit the normal contractions of the uterus for a 
certain time. The uterine muscle remains in a state of relaxation and, 
eventually, the rhythmic contractions reassert themselves, 


The anterior pituitary hormones and genital physiology. 


This article is a resumé of the work of many authors on this subject and 
contains no new matter. 


Surgical treatment of the condition of low insertion of the placenta. 

In 26,000 pregnancies the author had 74 cases of placenta praevia, with 
a maternal mortality of 3 (4.1 per cent) and a fcetal mortality of 48 (62.1 per 
cent). Sixty-seven of these cases were treated by classical methods and 
included all the maternal deaths and 45 foetal deaths. Of the remaining 
cases six were treated by Cresarean section and one by hysterectomy 
without opening the uterus. In this series there were no maternal deaths 
and three foetal deaths. 
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The author summarizes his conclusions thus :— 


1. The classical obstetrical treatment should be used in cases in which 
the placenta is somewhat remote from the internal os and especially when 
the labour is so far advanced that it can be terminated without injury to 
the cervix, placenta or child. 


z. Intervention by the upper route should be decided on in (a) all cases 
in which the placenta is in the region of a cervix which is not dilated or 
only partly dilated, even in the absence of profuse hamorrhage ; (b) cases 
in which the cervix is well dilated and the placenta is in the area of the 
internal os with considerable or recent naemorrhage, or persistent moderate 
haemorrhage ; (c) cases of small repeated or persistent haemorrhages when 
clinical examination shows total or partial thickening of the lower segment 
with displacement of the presenting part. 


3. For clean cases the classical Caesarean section should be used; for all 
other cases the lower segment operation, with preliminary exteriorization 
of the uterus and careful protection of the peritoneum is to be preferred ; 
if the case is seriously infected, especially in multiparze, subtotal hys- 
terectomy, without opening the uterus to extract the child, should be 
performed. In all doubtful or infected cases a Mikulicz drain should be used. 


4. Except in cases of extreme urgency all modern pre-operative pre- 
cautions, especially blood transfusion, should be taken. 


A new surgical procedure for the treatment of sclerocystic odphoritis. 

The authors recommend resection of one and a half or two centimetres 
of the neuro-vascular bundle in the infundibulo-pelvic ligament on each 
side. They have thus cured six patients. The theories of causation of this 
condition are discussed, and its similarity in symptomatology to pelvic 
varicoccele are noted. 


The avoidance of labour in eclampsia at the end of pregnancy. 

From a study of the results of others and from his own experience ot 
106 cases of eclampsia, the author concludes that the avoidance of labour, 
by early Ceesarean section, in eclampsia during the last months of preg- 
nancy, with a living foetus, is the treatment which gives the greatest 
security for the lives of the mother and the child. 


The remote results of operations on the sympathetic system in Gynecology. 
The authors have operated on 28 cases. On correcting the figures they 
record 17 successes (85 per cent) and 3 failures (15 per cent) in 20 cases. 
They deprecate extension of the indications for the operation and lay down 
the following indications :— 
1. Pelvic pain in inoperable neoplasins or recurrences. 
2. Dysmenorrhcea and pelvic neuralgia, particularly in the absence of 
physical signs. 
3. Pruritus vulve, pruritus ani, Kraurosis vulvee and vaginismus. 
A comprehensive bibliography is appended. 


A. A. Gemmell. 
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Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 
No. 8, October, 1930. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
Biological sterility and spermatozoids. A. Laffont and H. Fuleonis. 
Tuberculosis and ultra-virus. A. Laffont and H. Fulconis. 

Severe puerperal infection (positive streptococcal blood culture) ; secondary 
postpartum haemorrhages ; medical treatment; cure. Houél and Sy. 

*Three cases of uterine rupture during labour. Laffont and Sesini. 

On several obstetric manoeuvres under spinal anesthesia. Laffont and 

Sesini. 

Right-sided utero-pelvic phlebitis. Sesini and Sy. 


REUNION OBSTETRICALE DE LILLE. 

Full-time pregnancy with placenta praevia and hemorrhag:; albuminuria 
and uterine infection; hysterectomy; cure. H. Dervaux. 

*Advanced chorionepithelioma four weeks after the expulsion of a hydatidi- 
form mole. J. Colle and J. Montagne. 

A parovarian cyst opening into a healthy Fallopian tube. Vanverts 

Simultaneous cancer of the body of the uterus and cancer of the ovary. 
J. Vanverts. 

Retro-placental heemorrhage due to endometritis. Bué and Palliez. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Extrauterine pregnancy. Dujol. 

Unrecognized extrauterine pregnancy. Dujol. 

Toxic type of pyelonephritis of pregnancy ; interruption of the pregnancy 
under spinal anesthesia, after starting labour by Krause’s bougie; cme, 
Rhenter and Pizzera, 

*Acute suppurative bacillus coli meningitis in a child of three days old. 
Rhenter and Pizzera. 

Two observations of prolonged retention of the dead oyun. Voron and 
Pigeaud. 

Acute hydramnios, anencephalus diagnosed during pregnancy. Gonnet. 

Multiple malformations in a foetus about six months oid. Bansillon and 
Brochier. 

Transversely contracted pelvis, low Civsarean section, P, Trillat and A. 
Brochier. 

A vaginal speculum, Michon. 


REUNION OBST. ET GYN. DE MONTPELLIER. 

Four cases of placenta praevia treated by immediate evacuation. E. 
Brémond. 

*On the results of Delmas’ method in five cases of toxemia of pregnancy. 
E. H. Robiolis, 

Three cases of severe and complicated toxcemia treated by the lower route. 
J. Coll and Carrera, P. Henriet and Caillol. 

*On resection of the presacral nerves in Gynecology. V. Riche and G. 
Fayot. 

A solid, peduncleated and twisted tumour in the broad ligament (leio- 
myoma). E, Godlewski. 
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REUNION OBST. AND GYN. DE NANCY. 

Foreign body in the trachea of an infant aged thirteen months. Boheme. 

Ileo-vesical volvulus produced by ascaris. Boheme. 

Pneumococcal septic pycemia in a new-born child. Vermelin and Mutel. 

*Suppurative meningitis in the new-born child. J. Hartemann, 

Tuberculous meningitis near full time; rapid evacuation of the uterus 
under spinal anesthesia (Delmas). A. Fruhinsholz, 

Obstetric history in a case of congenital absence of one half of the sacrum. 
A. Fruhinsholz and Froelich, 

*Thirty-three observations of resection of the superior hypogastric plexus. 
Binet. 

Suppurating cysts of both ovaries ; general peritonitis ; surgical treatment. 
Binet. 

Epithelioma of the supravaginal cervix. Binet. 


SOCIETE BELGE DE GYNECOLOGIE, ET D’OBSTETRIQUE. 

Indications for the fundal hysterectomy of Beuttner, d’Ernst. 

The modern treatment of puerperal infection. Van Cauwenberghe. 

Two cases of pregnancy following utero-salpingography with lipiodol. 
Henrotay. 

A case of premature separation of the placenta. Snoeck and Inglebrecht. 

A case of acute hydramnios. Crousse. 

An accident in the course of forceps application. P. Firket. 

A case of pernicious anzemia of pregnancy. Wery. 

Some reflections on the supra-symphyseal Cesarean operation. Magos. 

FKibroma. R. Marin. 

The sympathetic nervous system in Gynecology. J. Rouffart and R. 
Thiriar. 

Fibroma with twisted pedicle in the course of a pregnancy. de Néve and 
Ingelbrecht. 

Strangulation of the umbilical cord by an amniotic band. Gosselin. 


BULL. DE LA SOCIETE D’OBSTETRIQUK ET DE GYNECOLOGIE 
DE PARIS, ETC. 
No. 9, November, 1930. 
Diathermy in Gynecology. J. Gagey. 
Immuno-blood-transfusions in puerperal infections. Ie Lorier, A, Tzauck 
and J. Dalsace. 
Lumbar plexus ancesthesia in Obstetrics. Aburel. 
A new obstetrical balloon. Eng, Aburel. 
Complex knots of the umbilical cords in a unioyvular pregnancy. Ch, Devé. 
*Obstetrical analgesia. Le Lorier and Toeret. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUN. 
Vaginoplasty for cicatricial atresia of the vagina. Guyot, Mailhe and 
Mahon. 
Acute postpartum dilatation of the stomach, Lafond, Boursier and Mangé. 
Strangulation of the cervix uteri by a metal pessary. Loubat. 
Sloughing of a fibroid previously treated by X-rays. Roche, 
Cesarean section for rigidity of the cervix following cauterization by 
Filho’s method. Péry. 
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Papillomatous ovarian cyst and appendicitis. Jeanneney and Rosset- 
Bressand. 

Epithelioma of the cervix and large ovarian abscess ; Wertheim’s operation ; 
cure. Guyot, Mailhe and Mahon. 

Successive extrauterine pregnancies on opposite sides. Jeanneney and 
Rosset-Bressand. 

*TLate postpartum eclampsia. J. Andérodias. 

Late postpartum hemorrhage in a woman who had had hemorrhage from 
a placenta previa which had been treated by emptying the uterus under 
spinal aneesthesia. Faugére. 

A case of interstitial pregnancy. C. Massias. 

Malaria in the puerperium. C. Massias. 

Total intrauterine evisceration from rupture of a foetal hernia. H. L. 
Rocher and G. Onary. 

Diffuse post abortum peritonitis cured by laparotomy and Mickulicz’s 
drainage. Andérodias and Mangé. 

Three cases of acute mastitis treated by the bacterio-pyophage. J. Mangé. 

Myomectomy during pregnancy. Jeanneney and Rosset-Bressand. 

A case of vulvo-vaginal trauma. Guyot, Villar and Mahon. 

Uncontrollable vomiting with acetonzemia during pregnancy, Péry. 

Concealed accidental haemorrhage; hysterectomy; death. Péry. 

Gonococeal conjunctivitis in a child born by Ceesarean section. Andéro- 
dias and Gautret. 

*Cancer of the cervix and pregnancy. (Guyot, Mailhe and Mahon. 

A case of late postpartum haemorrhage. M. Riviére. 

A case of post-abortum septicaemia due to bacillus perfringens. Guyot 
and Mahon, 

A case of post-abortum infection showing hemolytic jaundice. J. 
Andérodias. 

Repeated trial of labour in a small pelvis, the first terminated by Czesarean 
section and the second spontaneously. J. Andérodias. 

Rupture of the uterus during a trial of labour in a primipara with contracted 
pelvis. Péry and Mangé. 

Reflections on the limits of conservative Cresarean section. Gautret and 
Mahon. 

A case of central placenta praevia treated by Delmas’ method; death. 
Costedoat-Lamarque and Gotty. 

A case of pregnancy toxremia with eclamptic coma, successfully treated 
by Delmas’ method. Costadoat-Lamarque and Streaiahno. 

Severe eclampsia near full time; rapid emptying of the uterus by Delmas’ 
method, A. Chauvenet. 

Fourteen cases of delivery under spinal anzesthesia. R. Princetean. 

Some cases of spinal anzesthesia in Obstetrics. Biar. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
A case of spontaneous haematoma of the abdominal wall, G. du Pasquier 
and S. Tassovatz. 
Cystic adenoma of the cervix uteri. Reeb. 
The determination of operability in cancer of the cervix. R, Keller, 
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Resection of the isthmic portion of a gravid Fallopian tube followed by 
tubo-uterine implantation in a case of unilateral absence of the adnexa. 
S. Tassovatz and G. du Pasquier. 

Prolapse of the cord, shoulder presentations and low Ceesarean section. 
J. Kreis. 

*Appendicitis and pregnancy. E. Bohler. 

Intestinal obstruction during pregnancy. E. Bohler. 

Vaginal drainage in Gynaecology. R. Keller. 


Infected extrauterine pregnancy near term. S. Meyer. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 


A small point in the technique of lower segment Cresarean section. 

J. .. Andebert. 

Quadruple pregnancy. Andebert and E. Estienny. 

Torsion of an ovarian dermoid cyst in a child aged six years. Lefebvre. 

Ceesarean section in a secundipara; previous normal confinement at term. 
Andebert and Estienney. 

Vaginal diaphragm, Baux. 

Hydatidiform mole; rapid evacuation by the method of Delmas. Baux. 

Supra-symphyseal Cresarean section with transverse incision of the lower 
segment. Andebert and E. Estienny. 

A uterus, which had suffered three Caesarean section scars, removed for 
painful adhesions in a fourth operation ; a patent Fallopian tube which 
had been cut between two ligatures, Garipuy. 

*A case of prolonged pregnancy. Menaché. 

General peritonitis of unknown origin at the sixth month of pregnancy ; 
laparotomy ; drainage; cure. Menaché. 

Fibroma praevia; delivery by the natural passages. Baux. 

Two cases of fibroma preevia which permitted delivery by the forceps; 
dead child in one case; intrapatum hemorrhage in the other. Garipuy. 

Delivery in a case of fibroma praevia. Andebert and Estienny. 

Dystocia by a partial uterus bicollis. Andebert and Estienny. 

*Hydatidiform mole with marked distension of the uterus by retained blood 
and slowing of the pulse rate P. Daléas. 

Puerperal uterine infections and suppurations by staphylococci and entero- 
cocei from the blood stream in the subjects of pyelonephritis of preg- 
nancy. P. Daléas. 

Placenta praevia and spinal anesthesia. Andebert and Estienny. 

Central placenta previa; version under spinal ancesthesia ; excellent result 
for mother and child. Ducuing and P. Guilhem. 

Endometrioma of the inguinal canal developed from the appendix. G. 
Baillat. 

Mitral regurgitation and pregnancy. Audebert and Estienny. 

Two cases of severe jaundice of the new-born child. Audebert and 
Estienny. 

Hydatidiform mole rapidly followed by the simultaneous bilateral growth 

of lutein cysts and of chorionepithelioma; total hysterectomy; cure. 

Pouchet and Serie. 

Genital malformation and ovarian cysts. LL. and R, Dieulafe, 
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Huge bilateral ovarian cysts included in the broad ligament with adhesions 
and almost complete disappearance of the uterine body ; total hysterec- 
tomy; cure. G. Pouchet. 

Therapeutic abortion for progressive pulmonary tuberculosis. Audebert 
and Estienny. 

Four cases of brow presentation. Audebert and Estienny, 

Reflection on fifteen cases of anzemia of pregnancy and the explanation 
of some failures of blood-transfusion. Daléas. 

I,ater postpartum haemorrhage due to placental retention with infection ; 
curettage; cure. A. Menaché, 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 

Posterior vaginal hernia and its treatment. Crousse. 

Three cases of acute genital tuberculosis. Rouflart-Marin and Rouffart- 
Thiriar. 

A severe case of eclampsia treated by supra-symphyseal Czesarean section 
after failure of the method of Delimas. Pastiels. 

Abdominal pregnancy at term. Wittamer. 

One hundred cases of trial of labour. Brouha, 

A case of pelvic thrombo-phlebitis complicating a uterine cancer, P. Nisot. 

Cholestero-anzemia in the mother and infant. J. Govaerts. 

Prantom tumour. Henrotay. 

Watson’s method of induction of labour. Radelet. 

Krukenberg’s tumour of the left ovary following a case of plastic linitis. 
Mercken. 

Xanthomatous salpingitis. Wodon and Cordier. 


BULL. DE LA SOCIETE D’OBSTETRIQUE) ET DE GYNECOLOGIE 
DE PARIS, ETC. 
No. 10, December, 1930. 
Radiological diagnosis of adhesions about the uterus and appendages. 
P. Petit-Dutaillis. 


*Personal experiences of 107 operations for uterine fibroids. A. Basset. 
Four confinements by the method of Delmas. L. Devraigne and Chauveau. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 
Puncture of the pouch of Douglas. J. Henrotay. 
A case of fatal embolism 12 days after a classical Czesarean section. Cheval. 
On Watson’s method for the induction of labour, de Guchtemere. 
On two cases of symphyseotomy by Zarate’s method. de Guchtemere. 
Another puncture of the pouch of Douglas. J. Henrotay. 
Failure of an attempt to dilate the cervix under spinal anzesthesia in a 
pregnancy of five and a half months’ duration. M. Cheval. 
*Repeated Ccesarean sections in a case of double uterus and double vagina. 
M. Cheval. 
Abdominal pregnancy with a macerated foetus at term and infection of 
the foetal cyst. R. Schockaert. 
Dystocia due to uterine prolapse in a case of double uterus. R. Schockaert. 
A case of induction of labour by Krause’s bougie, Mercken, 
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Three cases of uterine ruptur: during labour. 

The authors record three cases of this disaster. In each case the tear 
was situated in the lower uterine segment, was vertical in direction and 
involved the peritoneum, Abdominal hysterectomy was necessary in each 
case. The three patients survived. The ruptures had been present between 
eight hours and three days, and all the patients had been submitted to 
many exaininations and were more or less infected. The causes were, 
contracted pelvis, hydrocephalus, and the inopportune use of pituitary 
extract. The dangers of pituitary extract are emphasized. 


Advanced chorionepithelioma four weeks after the expulsion of a hydatidiform mole. 

The tumour occurred in a woman aged 51; one month alter the expulsion 
of a hydatidiform mole. There had been no symptoms, and examination 
was undertaken only because a mole had been expelled. The uterus was 
found to be the size of an orange. Taparotomy was undertaken and the 
uterus was removed, but the lymphatic glands at the base of the broad 
ligament were already involved. The growth involved the whole of the 
right cornu and the greater half of the right part of the uterus. The authors 
draw particular attention to the rapidity of the growth in this case and 
advise hysterectomy in all women over 40 who expel a mole. 


Acute suppurative bacillus coli meningitis in a child of three days old. 

The authors record this case because it is stich a rare condition, Root, 
in 1921, found only 34 cases of meningitis diagnosed in children younger 
than two months. 


On the results of Delmas’ method in five cases of toxemia of pregnancy. 

The author considers that toxemia of pregnancy, on account of the 
hypertension which accompanies it, and because of the rapidity with which 
delivery can be effected, combined with the minimum of shock, forms one 
of the strongest indications for the method of Delmas. He gives an 
injection of ergotine or gynergine about an hour and a half after the uterus 
has been emptied—that is, just as the spinal anesthesia is wearing off, 


On resection of the presacral nerves in Gynecology. 

The authors report eight cases. They divide them into three groups :— 

1. For pelvic pain, due to carcinoma of the cervix, two cases . There was 
no success in the first case, as infiltration had reached the pelvic wall. In the 
second case there was no benefit, and it is noted that there had been a special 
difficulty in defining the presacral nerve. 

«. For essential pelvic neuralgia, one case. This was a case of pelvic 
pain which could not be attributed to any lesion of the uterus or ovaries 
since there was no exacerbation at menstruation, but it was definitely 
situated in the pelvis and at laparotomy a cystic ovary was found. The 
result of the resection was immediate relief. 
months and thereafter the pains returned. 
as unsuccessful. 


The result persisted for two 
This case is therefore classed 


3. Cases of dysmenorrhcea, five. Two cases of cure: (a) a girl of 21, 
who had had two cervical dilatations without benefit, was cured; (b) 2 
woman of 27 was cured and remained free from symptoms four months later 
Two cascs of improvement: (a) the dysmenorrheea had been so intense 
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that the patient had to stay in bed for five cr six days during each period, 
but for one year since the operation, although she has suffered pain, she 
has been able to continue her occupation; (b) the dysmenorrhoea was very 
intense and had not yielded to dilatation. Section of the presacral nerve 
lessened the pains, but it is of too recent date to say whether this is 
permanent or not. 


Suppurative meningitis in the new-born child. 
The author records two cases, one in a child aged 14 days, and the other 
in a child aged 10 days. In both cases the infection was streptococcal. 


Thirty-three observations of resection of the superior hypogastric plexus. 

The author records 33 cases in which resection of the superior hypogastric 
plexus was carried out, either alone or combined with other operative 
measures. He considers that the indications for pelvic sympathectomy 
can be divided into the following groups :— 

1. Symptoms of hyper-sympathetic or hypo-sympathetic function ; 
obstinate hydrorrhvea; hyper-genital or hypo-genital excitability ; vaginis- 
mus; pruritus vulve, 

2. Trophic troubles; kraurosis vulvee and elephantiasis. 


3. The whole group of pelvic pains of Villard. 


Obstetrical analgesia. 

The authors report good analgesic results with much diminished toxic 
effects by using N-oxy hydrobromide of scopolamin, 0.003 grm., and 
morphine, 0.05 grm. They have used the N-oxy hydrobromide in 45 cases, 
alone or combined with morphia, and there was one foetal death—a prema- 
ture, seven months’ child. 


Late post-partum eclampsia. 

The patient was a secundipara aged 23. There was nothing of importance 
in her previous history, and her first pregnancy and labour had been normal. 
Her urine had been tested several times during her pregnancy and to the 
time of her confinement; albumin had never been found. On the fifth day 
after delivery she had a rise of temperature and was treated by uterine 
drainage and injections of sulfarsenol. The temperature fell, but on the 
fourteenth day she had headaches. Examination of the urine was negative. 
On the nineteenth day she was cedematous and for the first time a large 
amount of albumin was found in the urine. In spite of eliminative treatment 
she had a typical eclamptic fit. For the next few days the urine contained 
albumin, and although eliminative treatment was continued and a fluid 
diet given she had four more eclamptic fits on the twenty-fourth day. 
Thereafter she improved but left the hospital with a small quantity of 
albumin in her urine. 


Cancer of the cervix and pregnancy. 

The authors record a case in a woman of 42, during her first pregnancy. 
The disease was discovered during examination on account of vague 
abdominal pain and was confirmed by biopsy at the end of the fifth month 
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of pregnancy. She was treated with radium (total dose 25.6 M.C.D.) and 
left the clinic with the pregnancy, then at the sixth month, continuing 
normally. 


Appendicitis and pregnancy. 

Two cases are recorded, one at the eighth month and the other on the 
twenty-third day of the puerperium, The author considers that the bad 
prognosis is due to the displacement of the cecum, the impossibility of 
exudates draining into the pelvis after the fourth month, the difficulty of 
adhesions forming and the rupture, by uterine contractions, of those which 
have formed. 


A case of prolonged pregnancy. 

The patient was a multipara who delivered herself of a large female 
child 332 days after the commencement cl her last menstrual period. The 
previous pregnancies had been of normal duration. 


Hydatidiform mole with marked distension of the uterus by retained blood and 
slowing of the pulse rate. 

The author comments on the slowing of the pulse rate by distension of 
the uterus, as seen in cases of acute hydramnios and large retro-placental 
hemorrhages, but he can find no previous reference to it in cases of 
hydatidiform mole. 


Personal experiences of 107 operations for uterine fibroids. 
In this series the author found 56 cases, or 52.3 per cent, of fibroids 

uncomplicated by any other pathological conditions in the pelvis. 

Associated pathological conditions were found as follows :— 


Sclero-cystic ovaries - - 12 cases per cent 

Ovarian or broad ligament cysts 

Solid ovarian tumours - 

Extrauterine pregnancy — - - 


The tumours were single in 38 patients. 

Operative interference consisted in SS subtotal hysterectomies, 16 
myomectomies and 3 total hysterectonies, 

There were no deaths. 


Repeated Caesarean sections in a case of double uterus and double vagina. 

A woman, seven months pregnant, had complete persistence of the 
partition between the two Miillerian ducts, with two uteri, two cervices 
and two vagine. The intervaginal septum was seven millimetres thick, 
and each vagina was too narrow to allow the passage of a foetal head. 
Cesarean section was performed at full time on the pregnant horn. Five 
years later, further interference was necessary for another pregnancy, also 
in the right horn, Cesarean section, with sterilization, was done. 


A, A. Gemmell, 


Journal of Obstetrics and Gynecology 


La Gynécologie. 


September, 1930. 
Cellulitis and the sclerosing processes of the connective tissue of the 
female pelvis. (3rd part.) R. Condamin. 
*The determination of the operability of cancer of the cervix. R. Keller, 
*A case of haematometra due to a cicatrix of obstetric origin. P. Padovani 
and J. Vuilli¢me. 
Noveinber, 1930. 
*Post-menopausal bleeding: three cases of very different pathogenesis. 
P. Petit-Dutaillis. 
The nervous reflexes of the round ligament, and their therapeutic utili- 
zation. F. Imianitoff. 
December, 1930. 
A benign tumour of the placenta. G, Durante and Lemeland, 
*The effects of castration in the female, and their rational treatment. 
Prof. Serdukoff. 


he de.ermination of the operabi.ity of cancer of the cervix. 

Retween the frankly operable and the definitely inoperable cases there 
is a large intermediate group of cases, many of which present difficulties. 
The cervix must not only be palpated but it must be inspected. Clinical and 
histological examination will usually settle the question whether the 
growth has arisen from the vaginal surface of the cervix or in the 
cervical canal. This is of importance when the differences in their manner 
of spread aie considered. The squamous-cell type of carcinoma of the cervix 
progressively invades the surrounding tissues, first eroding the vaginal 
cervix and then gradually infiltrating the vaginal wall. That the latter is 
involved does not necessarily mean inopetability, for the upper third of 
this structure will be included in the ablation. The endocervical type of 
carcinoma not only spreads upwards and downwards in the canal, but 
rapidly propagates itself in the lymphatic vessels. It is not its extent in 
the canal, but the state of the surrounding tissues, which is of interest 
to the question of operability. The paracervical and parametric tissues 
are often invaded in a precocious way. Martzloff, studying 225 cases, has 
brought to light many facts of interest: the parametrium is invaded in 
15 per cent when only a third of the cervix is involved; if half or two-thirds 
of the cervix is already invaded the parametrium is involved in 20 per cent 
of cases; finally, when the whole cervix is implicated the two parametria 
are massively invaded in at least 60 per cent of the cases. But this involve- 
ment of the parametrium, as determined by vaginal and rectal examinations, 
does not necessarily mean that it is always of the same nature. It may 
be neoplastic, and serious difficulties will then be met with during the 
operation. Progress in such tissue will be difficult, isolation of the ureters 
will not be easy, and if they are freed the danger of necrosis and a subsequent 
fistula will be very great. This parametrial infiltration may be provoked 
in another way, by tissue reaction to the neoplastic invasion. Dissection 
is much easier and more often possible in this type. Finally, an old 
inflammatory process of puerperal origin may be the cause of parametrial 
thickening of such density that dissection will be dangerous, if not 
impossible. The great difficulty is not in demonstrating the degree of 
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parametrial infiltration, but in determining, before operation, the variety 
to which it belongs. So that in many cases it is necessary to operate, and 
even to open the broad ligaments, before a decision can be made. Sooner 
or later the bladder becomes involved by the spreading growth. The 
patient’s symptoms and vaginal examination will give valuable information | 
but cystoscopy should always be practised. The findings are numerous 
and variable: diminished capacity, dilatation of the vessels (especially 
around the ureteric orifices), minute submucous hemorrhages, bullous 
cedema of the trigone, deformation of the base or of the ureteric openings 
and, sometimes, in very advanced cases, neoplastic ulceration. But even 
in the absence of any such signs it is sometimes found at cperation that 
the bladder is densely adherent to the cervix and to the vagina, cleavage 
being impossible. 

To prevent later disappointment some surgeons make it a rule to 
commence the operation by attempting to separate the bladder. If this 
is too difficult the operation is then abandoned. The rectum is rarely 
involved to such an extent that care and patience will not ¢fiect complete 
separation. Pre-operative investigation is not of much help in determining 
the degree or nature of lymphatic involvement, If, at operation, voluminous 
and numerous glands are found which appear firmly adherent to the 
vessels, one must conclude that they are neoplastic, and it may be 
necessary to abandon the operation. But if the glands are still fairly mobile 
and there is little parametric involvement, experience has shown that they 
are often only the site of a reactionary hypertrophy. Therefore, in many 
doubtful cases the clinical data must be reinforced by the findings on 
opening the abdomen before a definite decision, for or against operability, 
can finally be made. Even when cceliotomy has been performed, palpation 
alone may not be sufficient, and the broad ligaments may have to be opened 


or an attempt made to separate the bladder before a final decision can be 
reached. 


A case of haematometra due to a cicatrix of obstetrical origin. 

Heematometra may be due to congenital or acquired lesions of the cervix. 
Cases of the latter type are rare in the literature of to-day, but not so infre- 
quent in older publications. Their infrequent occurrence is possibly due to 
the progress in asepsis and surgical technique. The patient, aged 27 vears, 
was admitted to hospital in February, 1930, complaining of hypogastric 
pains. She had been instrumentally delivered of a full-time child in March, 
1929. For the next two months the case ran a febrile course and a large 
quantity of pus was evacuated through an incision just above Poupart’s 
ligament, A month later she was discharged well. The patient had not 
menstruated since the confinement. On examination, a smooth ovoid and 
slightly tender tumour, deviating a little to the right, could be felt reaching 
half-way to the umbilicus, Vaginal examination revealed a scarred vaginal 
vault with no palpable cervix. Bimanually the swelling fluctuated and it 
was the size of a foetal head. Examination with a speculum showed the 
absence of the cervix and a ragged transverse scar in the vaginal vault. 
At ceeliotomy a left heematosalpinx was found, and the diagnosis of hamato- 
metra was verified by puncturing the uterus with an aspirating needle. 
The abdomen was closed and the heematometra emptied of 250 ¢.c. of thick 


changed blood through a vaginal incision. Normal periods were restored, 
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In retrospect the sequence of events had probably been, a long labour, 
tardy application of the forceps, cervical laceration, pelvic infection arising 
from the tear, and subsequent healing with much cicatrization. The 
distending force had eventually obliterated the canal and left only its 
cicatrized external os. In discussing the atiology of acquired hamatometra 
the authors mention obstetrical lesions as the commonest cause. Other cases 
have their origin in therapeutic interventions on the cervix (amputation, 
application of cauterizing agents), A third group occurs in association 
with senile sclerosis of the cervix and intrauterine neoplasms. Pathological 
anatomy: The site and extent of the cervical cicatrix will determine 
whether the cervical canal will also take part in the distension. The state 
of the Fallopian tubes is variable. Unilateral or bilateral haematosalpinx 
may be present, due either to a reflux of blood or to congestive haemorrhages. 
A pelvic hamatoccele has been found to arise from leakage through the 
abdominal ostium of the Fallopian tubes. Clinically the three cardinal 
signs are ainenorrhcea, crises of pain occurring regularly at the times when 
the periods should appear, and enlargement of the uterus. If untreated a 
heematometra may rupture intraperitoneally into the bladder, or even into 
the stomach. The diagnosis is made from the history, the symptoms, and 
the discovery of an enlarging uterus. In treatment, when the occluding 
septum is thin, vaginal drainage is indicated. Often the thickness of the 
occlusion can only be determined after opening the abdomen. Retrograde 
catheterization of the cervix should be attempted only when these methods 
fail. Hysterectoniy should be resorted to when there are very marked 
adnexal lesions. 


Post-menopausal bleeding: three cases of very different pathogenesis. 

Petit-Dutaillis gives the clinical and operative findings in three cases 
of post-menopausal heemorrhage. In the first case a loss of blood first 
appeared five years after the menopause, the loss was intermittent, and 
consisted, sometimes of pure blood, and at other times of blood and mucus. 
The nature and the cause of the bleeding were revealed at operation. A 
malignant epithelial growth of the ovary, with an embryonal type of cells, 
not larger than an egg was found adherent to and infiltrating the Fallopian 
tube. The haemorrhages had their origin from the ulcerating surface ol 
the growth and were led to the exterior via the Fallopian tube. 

The second patient, on account of her age, 58 years, the appearance of 
metrorrhagia seven years alter the menopause, and the finding of a very 
fixed uterus, was thought to have an inoperable carcinoma of the uterine. 
body. The author, however, by using lipiodol, was able to prove that the 
right Fallopian tube was blocked, that the left, though patent, was dilated 
and diseased, and that the fixity of the uterus was probably of inflammatory 
origin. At operation the diagnosis of bilateral chronic salpingitis was 
confirmed, and suitable procedures resulted in a complete cure. 

In the last case, a patient of 68 years, the losses were intermittent, thick, 
purulent, fcetid, and bloodstained. With dhe aid of lipiodol the Fallopian 
tubes were found to be blocked, the image of the uterus showed it to be 
of the senile atrophic type, and possessed of none of the deformations usually 
seen in the presence of a polypus or a carcinoma, ‘The histological examina- 
tion of the curettings were characteristic of senile endometritis. The 
occasional complete frecdom from discharge in this case was explained by 
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the temporary union of opposed areas of the uterine cavity, which had 
become almost entirely denuded of endometrium as the pressure increased. 
The purulent collection soon overcame this slight obstruction. 

The author is a strong believer in the use of lipiodol, and in the value 
of the diagnostic curettage, in such cases. Not every post-menopausal] loss 
is due to carcinoma. Curettage may occasionally give a negative result 
when a growth is present; but that is not sufficient reason for proceeding 
immediately to hysterectomy in cases similar to the above. It must be 
remembered that the curette is also of value in the diagnosis of cases of 
other pathogenesis, and for one of these, the sloughing polypus, it is the 
therapeutic agent of choice. A simple procedure is surely preferable to a 
major operation. 


The efiects of castration in the female, and their rational treatment. 

By the term castration is understood the complete loss of the ovarian 
functions following ablation of the ovaries, the action of X-rays or radium, 
traumatism, destructive inflammatory lesions or the congenital absence of 
these organs. Age has a great influence on the symptoms which supervene 
after castration. The changes are modified somewhat by the preponderating 
influence of the anterior lobe of the pituitary gland and the suprarenal 
cortex, which develop a veritable reaction to complete castration. From 
the clinical point of view a characteristic syinptom-complex follows castra- 
tion. Menstruation ceases, though this does so in only 60 per cent of the 
cases, according to Jayle. This is explained by the possibility of acessory 
islands of ovarian tissue in the broad ligaments or elsewhere. Hortmann 
states that in 4 per cent of cases supplementary ovaries, capable of main- 
taining menstruation, are to be found. Menstruation is sometimes replaced 
by nasal or rectal heemorrhages. When uterine haemorrhage does occur it 
may be due to a polypus or to carcinoma. Later, atrophy of the mammary 
glands of the external genital organs, and of the uterus, supervene. The 
uterine atrophy is not limited to the muscle, but it extends to the endo- 
metrium and progresses to the total disapearance of its glands. Particular 
changes also occur in the skeleton, in the shape of cranium, in that of the 
pelvis, and in that of the bones of the extremities. As a result of the 
alteration in the calcium metabolism, the bones increase in length, and 
ossification of the epiphyses, if they have not already ossified, is delayed ; 
such women then are taller, have long extremities, flattened pelves, and 
modifications in the sacro-coceygeal curve, The skull and brain are 
relatively smaller and the supra-orbital ridges are thickened. These skele- 
tal changes are also manifestations of acromegaly. Laryngeal and voice 
alterations follow precocious castration, and reversion to the male type 
occurs. Owing to the loss of the inhibiting ovarian action on the sympa- 
thetic system, vasomotor, secretory and emotional variations manifest 
themselves. ‘The temperament, the intelligence, the moral and the physical 
aspects of the patient are all altered. In cases of precocious castration 
sexual desire is not usually developed; while castration in the adult is 
rarely followed by a diminution in those emotions. When the desire is 
preserved as the result of a neuro-psychical reflex, sexual pleasures are 
often difficult to realize owing to the sensibility, dryness, and friability 
of the genital organs. There are two types of castrated women, the fat, and 
the thin muscular types. The former type develops in women castrated 
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after puberty, the latter follows earler castration and is part of the general 
metamorphosis of the female to the male type. Obesity of a typical 
distribution occurs in 13 to 15 per cent of the cases. The hair undergoes 
changes, becoming grey, more brittle, thinner, and falls out readily. After 
precocious castration the hair may become thicker, a moustache aud beard 
may appear, accompanied by an exaggerated development of the muscles. 
In young castrated girls the skin becomes much clearer and is remarkable 
for its pallor and the absence of pigmentation. In older women it is dryer 
and desquamates readily. The metabolism is altered, The haemoglobin 
is increased, as is the number of red blood cells. There is retention of 
nitrogen, of phosphorus, of magnesium and of calcium, Hypercalecemia 
may reach 5 to 18 mgm. per cent. There is an increase in the blood 
cholesterin and uric acid and in the coagulation time of the blood. ‘The 
blood pressure is raised, and castration favours the early development of 
arteriosclerosis. The nervous and endocrine upset is also manifested by 
headaches, hot flushes, disorders of the cardiac tonus, profuse sweating, 
and failing memory, Castration due to X-rays or radium therapy produces 
the same phenomena, but their number and degree of severity differ from 
those due to operative extirpation. Neuro-psychical phenomena occur in 
io to 14 per cent, diminution of the sexual desire in 21 per cent, and 
feebleness of memory in 35 per cent of the cases. “The vasomotor symptom- 
complex is less severe than that duc to extirpation, except in a few 
patients who seem to be especially sensitive to N-rays and radium. The 
indications for castration are few, the author mentioning malignant 
disease, uterine or ovarian, certain chronic inflammatory and degenerative 
lesions of the ovaries, and puerperal osteo-malacia. Symptoms are treated 
by organo-therapeutic means. Ovarian extracts are usefully combined 
with the administration of the salts of calcium, manganese, and 
digitalis. Specific therapy is attempted by hetero-transplantation or homo- 
transplantation of ovarian tissue, Ovarian transplants, periodically per- 
formed, are the best means at the surgeon’s disposal for the amelioration of 
the accidents of castration. Hetero-transplantations are less prolonged in 
their actions-—-lasting only three to six months, Homo-transplants often 
remain active from six months to several years. The operation is simple 
and for its success only demands fresh ovarian elements, rigid asepsis and 
absolute haemostasis. ‘The clinical effects are observed at the end of three 
or four days. The mental changes are rapidly ameliorated, and the 
abundant sweating and vasomotor reactions rapidly disappear. It is 
extremely difficult to bring about a reappearance of the menstrual flow 
because of the endometrial atrophy which has occurred in these cases. The 
author has obtained success in one case by an operation he devised. 
Ovarian and endometrial tissue are transplanted simultaneously. 


C. M. Marshall. 


Revue Francaise de Gynécologie et d Obstetrique. 


July, 1930. 


*Test labour in the treatment of pelvic contraction. Prof. M. Brouha. 
The resistance of the cervix in labour. A. van Cauwenberghe. 
Vulval ulceration with Vineent’s spirillum. Chatillon. 
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The diagnosis and treatment of extrauterine pregnancy at term, Jean 
Hebert. 
August, 1930. 
*Internal podalic version in the treatment of contraction of the pelvic 
brim. J. Vanverts. 
The death of one twin during pregnancy. E. Aburel. 
September, 1930. 
*The treatment of puerperal septicemia. Prof. Lévy-Solal and A. Tzauck. 
Radium therapy in infected cancer of the uterine body. E. Goinard and 
P. Guedj. 
Induction of labour by intramuscular injections of small doses of pituitrin. 
(method of Stein). La Have and Peters. 
Right sciatic neuritis caused by obstetrical trauma. H. Merson. 


Test labour in the treatment of pelvic contraction. 

Details are given of 100 cases of pelvic contraction in which trial labours 
were conducted, The cases considered are those in which the true conju- 
gate diameter measured between S and gt, cm., sometimes with asymmetri- 
cal pelves. Tf the doctrine of prophylactic Caesarean section had been 
followed, the majority of these cases would have been submitted to that 
operation; whereas in only 377 did failure of the trial make Ceesarean 
section necessary. The author believes that a more extended use of trial 
labour would render unnecessary about half of the prophylactic Caesarean 
sections now being done. On the other hand four infant deaths occurred. 
Brouha thinks that one of these, a case ol prolapsed cord, should not be 
regarded as evidence against trial labour, because theoretically it was 
avoidable, A loss of three infants is considered better than 50 unnecessary 
Cvesarean sections. 

The conduct of the trial is described. Regular observations of the 
inaternal and foetal conditions are made, and the value of morphia during 
the first stage is emphasized. In the second stage, the author is prepared 
to reinforce the uterine action with pituitrin in certain cases. Moreover, 
the real test of engagement of the head is not considcred to have been made 
till after the rupture of the membranes; and it is suggested that this 
should be done artificially when the cervix is dilated to two inches in 
order to hasten a decision. These departures from orthodoxy are unlikely 
tc be generally accepted. 

The estimated true conjugate diameter has been chosen as the most 
important single factor in the prognosis. ‘The question of the size of the 
child is remarked on at the end of the series. Had these two factors been 
combined at the beginning by the application of the Munro-Kerr test 
probably the 37 cases which came to Cesarean section would have done 
so unexhausted by a preliminary futile trial labour, and possibly the whole 
series would have been unspoiled by the occurrence of three infant deaths, 


Internal podalic version in the treatment of contraction of the pelvic brim. 

The value of this manceuvre is investigated from the results in) 120 
cases. Thirty-cight of these were under the author’s care and S82 were 
under the case of Dr. Lordez, In 110 cases the version was easy; in three 
it was difficult, and in one impossible. The subsequent labours were easy 
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in 98 cases out of 119 in which version was done. ‘The remaining 21 
labours were difficult and perforation was necessary on three occasions. 
There were not any maternal deaths and only two cases of puerperal 
infection, one having had three applications of forceps and the other four 
days of labour prior to version, Eleven infants were dead before version 
was performed, Seven died during delivery, including the three perfora- 
tions, and five died soon after birth. Three broken arms and one broken 
thigh are recorded. In conclusion, the author thinks that some of his cases 
were not suitable for the method, and gives as indications a moderate degree 
of antero-posterior contraction, without complete overlap of the symphysis 
by the feetal head; maternal fatigue or foetal distress with the head 
still above the brim; sufficient laxity of the uterus to permit version to be 
done; and sufficient dilatation of the cervix. When Cresarean section is 
contraindicated podalic version should supplant the high forceps operation. 


The treatment of puerperal septicemia. 

The signs and symptoms which indicate a sericus prognosis are dis- 
cussed, including failure to produce a fixation abscess. Blood transfu- 
sion is advocated in such cases, and a review of the results obtained in 
IS cases is given, 

Four types of cases are suggested in which blood transfusion is valuable : 

1. Prolonged elevation of the temperature with cachexia. 

2. Septicamia with progressive anaemia. 

3. As a prophylactic measure alter postpartum hemorrhage. 

4. Acute cases which show no reaction to the infection. 

A repetition of the transfusion is advised in some cases; the frequency 
is controlled by the plood count. Tmimuno-transfusion and the use of blood 
from a convalescent patient give the best results. Three of the 18 patients 
died. One had bronchopnewmonia, another well marked jaundice, and the 
third, general peritonitis. 

1. Dodds, 


Le Journal Médical de Quebec. 
No. 6, June, 1930. 
*A case of eclampsia. J. Dion. 


A case of eclampsia. 

The patient was a primigravida, aged 20; she was 26 weeks pregnant. 
When first seen she was semi-comatose and she had cedema of the face, 
fect and legs, visual disturbance, persistent headache and severe epigastric 
pain. In the preceding three hours the patient had had five convulsions. 
The child was living. She was given five grammes of chloral hydrate 
every four hours. Three further convulsions occurred. The pulse rate 
was yo, and the temperature oS F. at midday. At 3 p.m. she vomited and 
had another pronounced convulsion, A quarter of a grain of morphia was 
given and an ice cap was applied to the head. The systolic blood pressure 
was 16S min. Hye. and the diastolic blood pressure was 95 mim. Hy. 
Venesection was done, hot fomentations were applied to the loins, and 
injections of cold water were given. The fits ceased. In the first 24 hours 
225 ¢.c. of urine were passed. Three days later the amount was 700 ¢.c¢., 
two days alter that, 3,200 c.c. During cight days the urine was frequently 
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examined, ‘The specific gravity was 1,010 to 1,020, Albumin was abundant ; 
no sugar was found, Four days alter the onset there was great improve- 
ment, with disappearance of the cedema, but the albuminuria persisted. 
Ten days later she was sent home from hospital. On the twenty-first day 
after the onset the cedema of the face, feet and labia returned. Vision was 
impaired and headache pronounced. There was no sign of life in the child. 
Theobromine was given and hot fermentations were applied to the loins. 
The amount of urine increased rapidly and all the cedema subsided. The 
temperature varied from 9$.4°F. to 1o1°F. On the twenty-fourth day the 
vagina was plugged and one cubic centimetre of pituitrin was administered. 
Regular labour pains began. In twenty hours there was little dilatation. 
The pitultrin was repeated. Two hours later a dead child was delivered. 
There was no postpartum hemorrhage. A rectal injection of sparteine 
and 1,000 gramines of artificial serum were given, On the twenty-filth day 
the maximum temperature was 01°F. ‘The injection of serum was repeated, 
The lochia were non-offensive. Five days later the temperature was normal, 
There was still albumin in the urine. ‘Twelve days later the temperature 
again rose to 100°F., and leucocytes and epithelial cells were found in the 
urine, By the fourteenth day the temperature was again 103°F, Albumin, 
leucocytes and Bacillus coli were present in the urine. By the end of six 
weeks from her first seizure the temperature was normal. This case is of 
interest in that eclampsia was complicated by Bacillus coli urinary infection. 


J. Lyle Cameron. 


Bruxelles Medical. 
Noveimber 23, 1930. 
*The diagnostic value of the Ascheim-Zondek test and its clinical 
indications. R. Bourg. 
November 30, 1930. 
Autogenous puerperal infection (Historical aspect). Lami. 


December 7, 1930. 
Autogenous puerperal infection (Bacteriological aspect). 
December 21, 1930. 
*A case of endometrioma of the round ligament, R. Crousse and G. 
Anciaux. 


The diagnostic value of the Ascheim-Zondek test and its clinical indications. 

Bourg emphasizes the great precision of the test. Pregnancy may be 
diagnosed as carly as the tenth day after the first missed period, and the 
test remains positive till ten days alter the death of the fcetus or the 
birth of the child. It enables one to differentiate between the inflammatory 
tubo-ovarian swelling and the unruptured ectopic gestation. Adnexal 
tumours, adherent to the uterus and simulating the uterine enlargement of 
pregnancy, may be diagnosed by this method, When the diagnosis lies 
between fibroids, pregnancy, and fibroids in association with pregnancy, 
the test is again of considerable value. The test becomes negative following 
the expulsion of a mole, but it again enters positive phase if chorion- 
epithelioma occurs. Its value is incontestable in the carly diagnosis of 
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pregnancy in obese, amenorrhieic, menopausal and tuberculous or grave 
cardiac cases. 


A case of endometrioma of the round ligament. 

This tumour occurred in a nullipara of zg years, who had always been 
a subject of dysmenorrhcea, the severity of which had increased during 
the last year. During this period the patient had been aware of a swelling 
in the right groin which became tender, painful, and appeared to increase 
in size during menstruation, At the level of the external abdominal ring 
there was a firm, elastic swelling the size of a pigeon’s egg, which was 
tender, irreducible, not adherent to the skin, but adherent to the deeper 
structures. It was excised with difficulty because of its adhesions to the 
tissues of the canal and the pillars of the ring. It was continuous with 
a greatly thickened round ligament, which was sectioned one centimetre 
from the tumour. Plates are repreduced showing its histological appear- 
ance, which is that of an endometrioma., 

C. M. Marshall. 
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*Physico-mechanical and radiological criticism of Walcher’s position. F. 
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A new scientific classification of cancer cases. I. Voltz. 

influence of meteorological conditions in the of eclampsia. 
K. von Konrad. 

*Circumscribed white nodes in the placenta: their incorrect description. 
Z. von Szathimary. 

*Alterations of the urinary tract during pregnancy as shown radiologically. 
(Results of intravenous pyelography in a hundred pregnant women). 
P. Schumacher, 

Tests of renal function and urea estimation : induction of abortion in renal 
disease. Krukenberg. 

The influence of pregnancy hormones on the growth of the fetus and 
maternal alterations during pregnancy. FF. Sicgert. 

The permeability of the placenta and foetal membranes for antigens, anti- 
bodies and internal secretions. HH. Rupp. 

The pathology of twin pregnancy. (Absence of an umbilical artery as the 
cause of an unusual developmental anomaly in living binovular twins). 
H. O, Kleine. 

*Cancer of the large intestine during pregnancy. H. Katz. 

*Relations between radium sensibility and histological structure in cancer 
of the uterus. H. O. Kleine. 

Development and regression of paraganglionic cells in the human ovary. 
J. Wallart. 

A case of hermaphroditismus externus ferminus (inter-renal genital 
syndrome). M, Kranzfeld. 


The morphology of the human placenta with special reference to our personal studies. 

Doubt has recently been cast by Stéckel on the existence of the inter- 
villous space, on the grounds that (1) a regular and orderly circulation 
therein would be impossible without the risk of the ovum becoming de- 
tached ; (2) blood contained there would clot; (3) such a space has not been 
competely filled by injection of the uterine artery. According to Stdckecl 
there is present between the chorionic villi an intervillous tissue whose 
capillaries, apparently undemonstrated, are in equally intimate connexion 
with (and similar to) the chorionic villi as exists between the pulmonary 
capillaries and aleveolar lining. Against Stéckel’s view are Mever-Riiegg’s 
investigations of a first-month ovum and the present authors’ findings, 
here illustrated, of an intervillous space in the second and filth months. 
The human placenta is therefore heemocherial, not endotheliochorial. The 
placental circulation, as visualized by the authors, is illustrated by a model 
which explains on purely gravitational grounds connected with the site 
of placental attachment the very different degrees te which the circular 
sinus is developed in various placentae. The remaining 28 pages of this 
paper are chiefly taken up by the findings of the authors and of Brindeau, 
Boussin, Vogt, Fraser and Shordania (Archiv., Band 135, pp. 168, 598, 
1g29) concerning the architecture of the placental blood vessels. ‘These 
are, to use Shordania’s nomenclature (1) ‘disperse,’? with slender chief 
stems, arterial and venous, with numerous closely arrayed, tine brancies 
or tributaries (2) with massive main stems and _ relatively 
few branches; (3) ‘fintermediate”? types. They number respectively about 
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ten, thirty, and sixty per cent. A placenta of magistral type is more 
cfficient as a vascular organ, has the greatest mean weight, and is associated 
with the heaviest fcetis. Magistral or disperse placental blood vessels arc 
associated in a given pregnancy with a magistral or disperse disposition 
of the feetal common iliac artery and its branches. Binovular twins are 
not necessarily associated with placentie of the same architectural type. 
Morphological and clinical investigations show that extensive placental 
degeneration is far from being associated with prolongation of gestation. 
Inter-placental anastomoses are to be found in all cases of monovular twins 
and have been demonstrated by the writers in two instances of binovular 
twins. 


The bactericidal activity of puerperal blood. 

The rate of multiplication of streptccoccus haemolyticus strepto- 
cocecus viridans in the blood of healthy patients and those with morbid 
conditions of the puerperium shows differences pointing to differing con- 
centrations of bactericidal substances. A relatively high content of these 
is associated with a favourable clinical course and convalescence proceeds 
pari passu with increasing bactericidal activity of the blood. Two thirds 
only of the cases showed parallelism between complement-content and 
bacteriolytic activity. The value of the Ruge-Philipp test of streptococcal 
virulence is confirmed, 


Widal’s crisis in pregnant and puerperal subjects. 

The leucopenia is the only portion of Widal’s hamoclasic reaction 
here considered, in relation to the hypothesis that the formation of 
blood elements is a function of the whole of the reticulo-endothelial system. 
The leucopenic crisis after ingestion of milk is due to reabsorption of 
material from the blood through that system and its examination is taken 
as reflecting the state of function of the reticulo-endothelial system. About 
7o per cent of pregnant and puerperal subjects given milk while fasting 
show leucopenia as part of a ‘leuco-Widal crisis.” 


Peritoneal suture over the infected uterine stump. 

Rabbits subjected to subtotal hysterectomy, the stump being infected 
with virulent cultures of staphylococcus aureus, died with general peri- 
tonitis and septicemia within two days, whether the stump had, or had 
not been covered with peritoneum. When cultures of much attentuated 
virulence were employed the animals survived, but careful peritoneal 
suturing over the stump did not prevent the formation of extensive 
adhesions with the intestine. Too much reliance should not be placed on 
peritoneal toilet in cases in which the uterine stump is infected. 


The mechanism of labour. 

In this paper, which ill lends itself to abstraction in the absence of 
diagrams, de Snoo sets forth his views of the mechanism of the first and 
second stages of labour, and briefly contrasts them with those of others, 
especially Selheim’s. In the causation cf the opening of the os, de Snoo 
attaches little importance to (1) the lateral pressure of the amniotic fluid 
in a pestle-shaped extension of the bag of membranes into the cervix, as 
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figured in Bumin’s well-known diagram; more importance to (2) the 
spherical distension of the lower uterine segment; and great importance 
to (3) a newly described factor, a more marked upward displacement of the 
outer than of the inner muscular lamelle of the corpus, so that tension 
is the greatest in the wall of the cervix around the outer part of the external 
os. Turning to the second stage of labour, de Snoo divides the birth canal 
from above downwards into (1) a straight tubular portion, whose upper 
circumference is in a parallel plane transecting the lower margin of the 
symphysis and the middle of the sacrum; (2) an acutely flexed ‘“knee,’’ 
triangular in sagittal section and bounded below by the pelvic outlet ; 
(3) the oval tube formed by the pelvic floor, Engagement in the first 
section is inflexion, deflexion or an intermediate position. Internal rotation 
begins, as a rule, in the second section : photographs are given showing 
that a bent indiarubber cylinder (fcetus) rounded in front (vertex) and 
partially incised transversely (neck) towards the same extremity, under- 
goes when pushed through a curved hollow cylinder (birth canal) displace- 
ments of the head which are comparable to internal rotation of the foetus. 
This is due to the contact of the head with the sacral cavity in the 
second portion (knee) of the birth canal, not with the pelvic floor. Another 
force inducing rotation is encountered in the oval third scction of the birth 
canal. 


Semmelweis and Virchow. 

Semmelweis’s recognition, in 1847, of the infectious nature of puerperal 
fever led to the publication of his classical work in 1860, He was then 42 
years of age, three years older than Virchow, whose teachings of cellular 
pathology were already accepted. Neither during the life of Semmelweis, 
who died in 1865, nor during the 14 years for which Virchow outlived him, 
did the pathologist acknowledge the truth or importance of Semmelweis’s 
views and work. It was not until after Pasteur’s work had become known 
that he wrote or spoke (1879) of infective, as distinguished from climato- 
logical and constitutional predisposing, factors as playing a considerable 
part in causing fever and mortality in childbed,  Virchow’s attitude to 
Semmelweis is contrasted with the generous acknowledgments made by 
Lord Lister. 


Further remarks concerning the induction of labour in cases of protracted pregnancy. 

From an analysis of a partially new series of 875 cases in) which 
pregnancy was protracted beyond 280 days or in which the foetus weighed 
more than 3.5 kilograms, Kohler confirms his former conclusions. (1) When 
expected term is passed, minute clinical observation with careful and 
repeated comparison of foeto-pelvic proportion is called for. (2) Excessive 
size of the factus in comparison with the pelvis justifies the induction of 
labour even when the degree of postmaturity is slight. (3) These considera- 
tions apply specially to clderly primigravidee ; in general to primigravidie 
rather than to multipara: ; and especially to multiparce who give a history 
of postmaturity in previous labours. (4) Postmaturity per se when the 
foetus is not of excessive size does not justify the induction of labour; the 
postmature child tends to be constitutionally feeble, 
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Cesarean section in Moscow from 1921 to 1927 (734 cases). 

This article contains an analysis of 743 Caesarean sections done by 126 
operators in 17 clinics, from 1921 to 1927 in Moscow, where, of late years, 
the operation has been done more frequently, and by surgeous of increasing 
number and diminishing experience : restriction of indications is advised. 
The maternal mortality was 7.8, if corrected 4.6 per cent. Trial labour 
in primiparee, especially young primiparze, should replace many Cesarean 
sections. Neither fcr placenta praevia nor for eclampsia is Czesarean 
section the treatment of choice. The low intraperitoneal operation has the 
advantage of extending the scope of expectant treatment, but it is too 
early to assess its worth; the obstetric future of the patients treated by 
this method has not yet been worked out. The problem of Cesarean 
section in infected cases is not yet solved, and here the low abdominal 
operation presents no advantages as compared with the classical operation. 
Perforation of the living child is a humane operation definitely indicated in 
neglected and infected cases. The question of the choice of anesthetic 
merits further consideration. 


Interstitial pregnancy with remarks concerning pregnancy in the tubal stump. 

Details are given of seven new cases of interstitial pregnancy. = In 
three, well-marked adenomyosis tubee was present, and could explain the 
ectopic nidification; in one case there had been a previous adnexal opera- 
tion and a typical adenoma of the tubal angle was present; in one case 
distortion of the intramural and part of the Fallopian tube by a myoma 
with a short pedicle was probably eetiologically concerned. In no case 
were inflammatory alterations present in the interstitial part of the 
Fallopian tube. In one patient, whose adnexe on the left side had pre- 
viously been removed, a left interstitial pregnancy was present together 
with an intrauterine pregnancy; pressure produced by the ectopic ovum 
led to the death of the intrauterine foetus and finally to perforation of the 
uterus with lethal bleeding. Another patient also in this series had 
previously undergone an adnexal operation, and the paper includes a 
summary of cases recorded in the literature of pregnancy in the tubal 
stuinp after tubal incision. 


Action of lipiodol on the genital mucous membranes and the pelvic peritoneum: 
the justification for hystero-salpingography. 

Three to five cubic centimetres of 4o per cent lipiodol were injected into 
the uterus. After operation, which usually took place within a few days, 
a histological examination of the endometrium was made in 26 cases 
(curettings or sections), and of the tubal mucosa in: (1) nine cases with 
normal Fallopian tubes and peritoneum; (2) twenty cases of tubal 
occlusion. In normal and abnormal cases very fine droplets of oil, not 
usually exceeding the size of a leucocyte, were found in and between the 
endometrial cells or those of the tubal mucosa, and also in the subjacent 
cellular tissue and lymph spaces : signs of redness, inflammation or ulcera- 
tion were absent. The pelvic peritoneum was uninjured in normal cases : 
a decided degree of inflammation was noted, however, in a case of myoma 
in which lipiodol was injected a few days after uterine bleeding. In five 
of 20 cases of impervious chronically inflamed Fallopian tubes recent 
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inflammation followed and was probably due to lipiodol injection. Before 
hysterosalpingography is done it is necessary to exclude by naked-eye and 
bacteriological examination the presence of inflammation in the cervical 
canal. In cases of chronic adnexal disease the leucocyte count and 
erythrocyte sedementation time must be normal; pyrexia and local tender- 
ness must also be absent. Further, it is necessary that menstruation be 
regular without intermenstrual haemorrhages; lipiodol injections should 
be undertaken during the second or third week of a normal four-weekly 
cycle, the weeks preceding and following menstruation being avoided. 


The sexual cycle, pregnancy and labour in the Java ape (Macaa irus mordax 

Thomas and Wroughton). 

In four captive female Java apes menstruation, not usually obvious to 
the naked eye but detected by two daily microscopical examinations of 
washings from the vagina, occurred at 28 to 33 days’ intervals, and 
commonly lasted three or four days: intermenstrual bleeding was 
occasionally noted. Examination of vaginal swabs showed cyclical 
alterations in the proportions of epithelial cells and leucocytes comparable 
to, but less well marked than, those found in rodents : leucocytes were 
fewest in the intermenstrual epethelial cells at the menses. External 
manifestations of cestrus varied in kind and degree from animal to animal, 
but recurred constantly in each animal. Copulation was as a rule followed, 
as in rodents, by the formation of a large gelatinous vaginal plug. 
Pregnancy lasted about 160 to 170 days. The placental sign of Long and 
Evans (slight vaginal bleeding) was observed in one animal from micro- 
scopical examination of the vaginal contents : commencing 30 days after 
the last menstruation and 18 to 21 days after copulation, it lasted 17 days. 
Eighteen photographs of labour are given, The expulsion of the foetus 
was completed with the mother’s hind limbs on the ground (a fore limb 
assisting by traction on the foetus) and the spine flexed. The placenta was 
speedily eaten. 


Physico-mechanical and rac’>logical criticism of Walcher’s position. 

Rotation in the sacro-iliac joint takes place somewhat below the plane 
of the pelvic inlet and rather nearer the back than the front of the sacrum : 
displacement of the symphysis downwards, as in Walcher’s position, 
increases its distance from the sacrum, provided this is of normal shape. 
If, however, the sacrum is flat (as in some flat rachitic pelves) instead of 
concave from above downwards, Walcher’s position diminishes the pubo- 
sacral distance. In radiography of abnormal pelves lateral observation 
ot the sacrum is important. 


Regressive and progressive processes in functionally abnormal proliferated endo- 
metria. I. The cause of the bleedings in glandulo-cystic hyperplasia resulting 
from persisting ripening follicles. II. Liability to carcinomatous metaplasia in 
these functionally abnormal endometria. 

The time is not yet ripe for replacement of anatomical by biological 
classification of abnormalities of menstruation. The term ‘“‘metropathia 
heemorrhagica”’ is used difierently by Aschoff and Pankow and recently by 
Shaw, on the one hand, and on the other by Schroder, for whom metro- 
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pathia heemorrhagica has an anatomical substrate of glandular hyperplasia, 
and is physiologically connected with morbid persistence of an ovarian 
follicle or follicles. Shaw’s suggestion that the endometrial change is 
primary and the ovarian change secondary is questioned. Working with 
Schréder on a new series of 1co cases of metropathia heemorrhagica, Tietze 
has found stases and thromboses with small or large areas of necrosis in 
the endometrium in 87: he agrees with Fluhmann that small necroses may 
casily be overlooked. A tabular statement is given of the distinctions 
between menstruating endometrium and gland hyperplasia. In the former 
necrotic changes occur fairly uniformly through the mucosa; in the latter 
they are scattered, and each progresses locally. In the former desquama- 
tions is rapid and takes place in a definite cleavage layer, leaving the 


basalis exposed ; haemostasis is due to muscular contraction and is com- 
plete in about two days. 


In the latter desquamation is piecemeal and 
gradual, and takes some days or even weeks; the mucosa regenerates from 
below, and bleeding may persist. 


In menstruation the necroses contain 
gland cells at the end of the secretory phase ; in glandular hyperplasia they 


contain proliferating gland cells. The necroses of menstruating endo- 


metrium contain more leucocytes, and in those of glandular hyperplasia 
thromboses and infarction are more prominent. 


of glandular hyperplasia becoming carcinomatous. 


No evidence was found 


‘Etiological factors in cancer of the uterus. 


Statistics are given from 819 cases of carcinoma uteri treated from 
1914 to 1927 at a Leningrad clinic for physical treatment. In 80.3 per cent 
the cervix was affected; in 13.0 per cent the cervix was affected primarily 
and the corpus afterwards. Of the cervical cases 96.7 per cent were 
saumous-celled, and 3.3 per cent were cylindrical-celled. From 1917 to 
1921 a temporary phase of greater incidence at younger ages was noted. 
A pyknic constitutional type was characteristic and those affected attained 
comparatively early sexual maturity and were comparatively fecund. 
Abortion predisposed to the incidence of carcinoma in youth. No evidence 
was forthcoming that syphilis plaved an zetiological part. 


The influence cf meteorological conditions in the xtiology of eclampsia. 

Eclampsia is relatively frequent in cold, damp climates. Considerable 
frequency was encountered in June and July of 1929, when unusually high 
figures for atmospheric humidity were noted: it is suggested that the 
treatment of pre-eclampsia must be specially energetic under these 
meteorological conditions. 


Circumscribed white nodes in the placenta: their incorrect description. 

The term ‘‘placental infarct’? should be replaced by ‘‘white placental 
node.”? The thrombosis is extravascular, viz., in the intervillous space, 
which is not lined by endothelium but clothed by (foetal) syncytium. In 
the “infarcts” surviving groups of syncytial or trophoblastic cells may 
form cysts: the fibrinoid substance is different from fibrin and there are 
very few white or red blood cells. Histological examination shows that, 
in nine out of ten cases, the “white placental nede” originates in the 
vessels of the chorionic villi, 
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Alterations of the urinary tract during pregnancy as shown radiologically. (Results 
of intravenous pyelography in a hundred pregnant women). 

Conclusions regarding the anatomy of the ureter during pregnancy 
have hitherto been based on a few observations at autopsy or operation, or 
on radiography after catheterization of the ureter. Different data are forth- 
coming from observations made under physiological conditions in 100 peg- 
nant subjects and recorded in this paper: the renal pelves and the ureters 
were X-rayed stereoscopically after the intravenous injection of uroselectan, 
During the first four months, of pregnancy the ureters preserve their 
normal course: during the fifth and sixth months, in 50 per cent of cases, 
and during the seventh and eighth months, in 80 per cent, there is an 
alteration in the direction of the lower part of the abdominal ureter which 
is displaced outwards and backwards, and comes to lie on the lateral slope 
of the psoas muscle and may have a convexity directed outwards. The 
relations of the pelvic ureter show little disturbance by the growing uterus. 
The abdominal ureter shows, in the early stages of pregnancy, a dilatation 
and lack of tone which are constantly obvious by the fifth month and 
increase thereafter towards term. Of 100 cases 83 showed dilatation of 
both ureters, 15 of the right ureter only, and two of the left ureter only. 
The dilatation may reach a radius of 2 to 2.5 cm., and affects both primi- 
gravid: and multiparee. In two cases only was the pelvic ureter dilated 
(? conginital abnormality). In So per cent of the cases a ureteral kink 
is present during pregnancy, in 60 per cent this kink is situated just below 
the renal pelvis, in 20 per cent it is at the junction of the upper and middle 
thirds of the abdominal ureter: it is exceptional for the kink to produce 
obstruction in the renal pelvis. It is concluded that the cause of the 
dilatation of the abdominal ureter is its compression between the posterior 
wall of the uterus and the belly of the psoas muscle (hypertonicity of the 
ureter can be demonstrated by pyelograms). In general, dilatation of the 
ureter is more marked when uterine tone is deficient and, similarly, in 
asthenic subjects. Nevertheless extreme degrees of dilatation may be 
encountered in healthy and active pregnant patients. 


Cancer of the large intestine during pregnancy. 

Three lethal cases of cancer of the rectum in pregnancy are reported. 
In the first sacral resection was done in the second month : a living child 
was delivered at term by Czesarean section followed by hysterectomy ; the 
latter is indicated by the danger of infection. In the second patient, aged 
22, pregnancy was terminated in a similar manner but the tumour when 
recognized was inoperable. In the third patient labour was induced at 
the seventh month as a preliminary to radical operation. 


Relations between radium sensibility and histological structure in cancer of the 
uterus. 

The relations between sensibility to radium and histological structure 
of the tumour were worked out in 172 cases of cervical and 61 cases of 
corporeal carcinoma : the Schottlaender-Kermauner classification was used 
Confirmation was obtained of Bergonié’s law, according to which “ripe” 
highly differentiated carcinomata are less radiosensible than those showing 
“unripe” types of cells with rapid growth. No support was found for 
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regarding well-marked leucocytic inviltration of the stroma or local 
eosinophilia as good prognostic signs. 


W. E. Crowther. 
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A case of congenital isolated splitting of the cervix and the portio. 
I. Benzion. 

Temporary changes in a myoma during pregnancy. C. Fervers. 


Noveinber 22. 1930. 
An artificial pregnancy reaction in a non-pregnant woman. K. Ehrhardt. 
Contribution on the hormone contents of the anterior pituitary in human 
beings and animals. K. Ehrhardt and B, T. Mayes. 
Fatal termination in a case of heemorrhage of puberty with defective corpus 
luteum formation. J. Munzesheimer, 
Experience with avertin anzesthesia in 1,400 cases. F. Klee. 
*Contra-indicated ecbolics. E. Graff. 
Artificial bleeding from an incised wound in attempted criminal abortion. 
F. Muller. 
Luteolipoid treatment of leucorrhcea, G. Stark. 


November zg, 1930. 
An obstetric diagram. F. Lyon. 
Salpingography against tubal insufflation. J. Novak. 
*Dolichocephaly in children presenting by the breech shown by X-rays 
during pregnancy. F. A. Wahl. 
Wrong diagnosis. Th. Micholitsch. 
A case of pregnancy in the atresic half of a bicornuate uterus. H. Binder. 
A new decapitation instrument. S. Rabinowitsch. 
Subaqual vaginal douching. J. Hessel. 


December 6, 1930. 

*Epidemic meningitis in a newborn infant. E. Mathias. 

A further case of heemorrhage in the vertebral canal of the cervical region 
in the newborn. P. Rissmann, 

The relation between the histology and the internal sceretory activity of 
the anterior pituitary lobe. E. Vhillipp. 

The theories of formation of the hormone of pregnancy of the anterior 
pituitary type. G. Motta. 

The theoretical explanation and clinical usefulness of Dienst’s pregnancy 
reaction. O. Gragert and G. E. Zander. 

A myoma with torsion of the pedicle as a secondary omental tumour. R. 
Uhle. 

Rupture of the spleen during pregnancy, labour and the puerperium. 
M. S. Otschnew and P, W. Manenkow. 


December 13, 1930. 
A submucous cavernous heemangioma of the uterus. G, H. Bartsch. 
Rectal gonorrhoea in the female. Temesvary. 
Late hemorrhage following abortion. P. Weiss. 
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Contribution to the question of unlike development of the ova in multiple 
pregnancy. H. Uffenorde. 

Ceesarean section with amputation of the uterine body in a case of 
calcified myoma shortly before, or during, labour. M. Samuel. 

Two new appliances for use in gynecology. A. Stern. 

Emesal, a new anti-emetic in the vomiting of pregnancy. H. Seyfiardt. 


December 20, 1930. 

Experiments into the influence of renal efficiency upon basal metabolism 
in pregnancy. H. Krukenberg and H. Alberts. 

Perinephritic abscess with rupture into the uterine cavity accompanying 
bilateral pyelitis in the puerperium. M. Henkel. 

The use of intravenous pyelography in renal tuberculosis. S. Perlmann. 

The function of the ureteral stump and upper urinary tract after implanta- 
tion of the ureter into the bladder. F. v. Mikulicz-Radecki. 

Ureteral autoplastic operation after Dainel with the help of the bladder in 
human beings, A. Baidin. 

The diagnosis and treatment of urinary extravasation from the ureter. 
B. Ottow. 

*Perforating wounds of the bladder in abortion, K. Fett. 


December 27, 1939. 
Genu recurvatum congenitum. F, A. Wahl. 
Salicyl treatment for leucorrhcea. H. Schmidt. 


January 3, 1931. 

The anterior pituitary body and the placenta, comparative examination 
in human beings and animals. B. Zondek. 

The biological differentiation of the anterior pituitary hormone. E. 
Phillipps. 

The specific action of the female sexual hormones. E. Wehefritz and 
E. Gierhake. 

Struma ovarii in a granulomatous tumour. QO. Frankl, 

Tuberculosis and pregnancy. R. Kessler. 

Circumscribed adenomyosis in the lower part of the vagina. Kk. Heim. 

Twins with one umbilical cord in a case of placenta praevia. 

The technique of the radical vaginal operation in cervical carcinoma. 

Hyperplasia endometrii pituitaria. O. Frankl, 

Contribution towards the pathology of twins. J. Novak. 

A short criticism of Seitz’s article on the observation and _ statistical 
reports of cases of eclampsia, F. Engelmann. 

Enquiry into the formation of eclampsia statistics. 

Temporary sterilization in women by crushing the ampulle of the Fallo- 
pian tubes. H. Naujoks. 

The choice between cervical and fundal incision 
E. Rotthaus,. 

Rupture of the uterus with tearing of the bladder following previous 
section of the cervix. K. Jager. 

Local infiltration anesthesia in abortion. P. E. Heine. 

A method of haemostasis. K. Logothetopulos. 


Diagnosis of the winding of the cord round the feetal neck before labour. 
N. Bloch. 


in Caesarean section. 
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A plastic operation to restore the uterine cavity. 

Strassmann describes the case of a woman whose main complaints were 
cramp-like abdominal pain, amenorrhcea, sacral pain on exertion, constipa- 
tion and bearing down sensation with some dyspnoea on walking upstairs. 
The symptoms arose after a miscarriage which was terminated by a 
currettage and followed by a high temperature, bleeding and_ rigors. 
Menstruation was not re-established. Her previous history was one of 
measles and diphtheria followed by anginal attacks. Menstruation was 
established at 12 years and occurred regularly every four weeks, lasting 
one to three days. Six years before she fad had one pregnancy which went 
to full time, with the spontaneous delivery of a living child. During the 
pregnancy she suffered from cedema of the hands and feet. This pregnancy 
was followed by five miscarriages, after three of which curettage was 
necessary. On examination the portio was easily exposed, but a uterine 
sound reached only two centimetres above the external os, a condition 
the writer ascribed to the fusion of two raw inflamed surfaces after 
curettage. 

For this condition he devised the following operation, which required 
the presence of a healthy Fallopian tube. The anterior wall of the uterus 
was exposed through an anterior colpotomy and then divided vertically 
down to the level of the non-existent cavity. A small transverse incision 
was made in the anterior part of the body of the uterus above the vertical 
incision, and through this the healthy Fallopian tube was drawn by its 
uterine end to the level of the internal os; this Fallopian tube was left 
with its blood supply intact and the amputation stump at the uterine 
cornu only was ligatured. The fimbriated end of the Fallopian tube was 
left appearing at the uterine incision with the ovary in contact with it, 
the cut end of the Fallopian tube was fixed at the level of the internal os 
with two fine catgut sutures. The wound in the anterior uterine wall was 
closed with interrupted sutures and the vagina was reconstructed... A 
gauze drain was passed from the pouch of Douglas into the posterior 
vaginal fornix; the two stitches in the end of the Fallopian tube were left 
long and hanging out of the external os. Regular uterine haemorrhage last- 
ing from one to two and a half days occurred, beginning on the twenty- 
fourth day after the operation, and all the previous pelvic symptoms 
disappeared. 

The author emphasizes the harmful effects which may result from 
vigorous scraping of the uterine cavity for miscarriages in the middle 
months of pregnancy. Unterberger, who has carried out the operation for 
this condition six times, has seen pregnancy followed by normal labour 
occur in two cases without uterine rupture. Michaelis describes a case 
in which he carried out this operation in a patient previously sterilized for 
pulmonary tuberculosis, the operation being followed by pregnancy and 
labour which was terminated by the forceps. 


Pregnancy and epilepsy. 

Bachmann bases his findings on the observation of two cases in which 
epilepsy had begun during pregnancy. He reaches the conclusion that 
the influence of pregnancy upon epilepsy may be either beneficial or 
harmful, or there may be no influence, The belief that pregnancy can 
cure epilepsy is not substantiated, nor is it proved that pregnancy can be 
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the cause of the condition. He considers that all patients developing 
epilepsy during pregnancy must have had a predisposition to the condition. 

The outlook for the children of epileptic mothers is poor; 35 per cent 
die young, 20 per cent suffer from nervous disorders, 7 to 8 per cent suffer 
from paralytic conditions, and only zo to 25 per cent are normal. 

Operative termination of the pregnancy is recommended if epilepsy 
occurs for the first time during pregnancy, or if it is aggravated by 
pregnancy. He considers that prophylactic sterilization should also be 
considered in each case. 


The harmful results of iodine injections. 

Trigyesi points out that the intrauterine injection of iodine may involve 
leakage into the luinen of the Fallopian tubes and possibly through the 
abdominal ostium into the peritoneal cavity; such leakage can give rise 
to an inflammatory reaction which is not bacterial in origin. Patients, 
who have had injections made to interrupt an early or a suspected preg- 
nancy, may develop thickened or even occluded Fallopian tubes, with 
considerable damage to the epithelial lining. 

He describes in detail two cases which both resulted from the same 
procedure, in young women who had previously been healthy. In both 
cases the Fallopian tubes were occluded and matted together behind a fixed 
and retroverted uterus. In one of these cases the Fallopian tubes were 
liberated, but not removed, at operation. Four months later the patient 
had to undergo operation for a ruptured tubal pregnancy. At this operation 
the afiected Fallopian tube was removed. 

The writer considers that the practice of injecting iodine to avoid child- 
bearing is common in his 574 cases, admitted by ambulance. In one month 
there were six cases of this description in which symptoms of severe 
abdominal pain had followed the injection of icdine, and in which there 
had been no previous signs of inflammatory trouble. All these patients 
were subsequently sterile. 

He pleads for a more general dissemination of knowledge of the risks 
of such injections as a means of terminating early an unwanted pregnancy. 


The question of ovarian damage from radiation. 

Hellendall describes his observations on a case in which pregnancy 
followed amenorrhcea due to X-ray therapy. A premature child, which 
survived only a few hours, was born in this case. He points out that X-ray 
castration in women appears to result in an absolute menopause for four 
years, and comparative sterility (e.g. one menstrual period yearly) for 
another four years. His case, and many other reported cases, resulted 
in miscarriage or premature delivery. He asks that all such unfruitful 
pregnancies should undergo careful pathological examination. 


The dangers oi vaginal examinations to patients in labour. 

Klenitzky gives a critical review of the present tendency to substitute 
other methods for vaginal examination. He cites his experience during 
five years (1925 to 1929) in 12,254 cases. His cases were normal vertex 
and normal breech deliveries or cases of prolonged labour which eventually 
terminated normally; he excludes pathological and operative cases from 
consideration. His practice, in every case, is for one instructor and two 
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students to make a vaginal examination without the use of gloves. 
Puerperal pyrexia with a temperature lower than 38°C. occurred in 827 
cases, or 6.7 per cent. Excluding the cases in which there was a single 
rise of temperature, there were 392 cases, or 3.1 per cent, in which the 
temperature rose to 38°C. The death-rate was 0.03 per cent. The morbidity 
rate has not been raised above this level in spite of the constant occurrence 
of influenza in his cases. In the cases in which labour was prolonged the 
temperature rose in 183, or in 9.5 per cent, and excluding the cases with 
a single vise of temperature the percentage was 4.5. He therefore concludes 
that the danger of infection by vaginal examination is grossly exaggerated 
and that in institutions under the supervision of accredited teachers 
vaginal examinations are perfectly safe. 


A new experience in the operative formation of a vagina. 
Kirschner and Wagner describe the disadvantages and dangers of the 
use of the large and small intestine to make a new vagina. They evolved 
their more simple method in treating a girl cf 21 years, with primary 
amenorrhcea and rudimentary Miillerian ducts, who had threatened to 
commit suicide if nothing was done to relieve her condition. ‘The operation 
was successful and it has been used by the writers in other cases. One 
patient has given birth to three children through the artificial vagina. 

The cavity for the artificial vagina is dissected by separating the tissues 
between the bladder and the rectum. It is packed with wet gauze wrung 
out of normal saline solution. A rubber sponge is cut to the size of a 
bougie snugly to fit the cavity. A large Thiersch graft is obtained from 
the skin of the inner and back part of the leg above the ankle and sewn 
over the top of the sponge. If the single graft is not sufficient to cover 
the whole length of the sponge, small grafts are cut and sewn to the lower 
edge of the main graft. The sponge, with the raw surface of its enveloping 
graft outwards, is introduced into the vaginal bed and fixed in position 
so that the raw surfaces are in contact; a scll-retaining catheter is placed 
in the bladder. 

After eight days the sponge is gently removed, cleaned and reintroduced 
daily for four more days; after this the tendency to contracture of the 
artificial vagina is overcome by the use of metal dilators and the patient 
returns home with a large size dilator and instructions to use it regularly. 
The writers have had no failures nor fatalities in their patients so treated, 
and they prefer this method to others because of the smaller risk of this 
operation. 


The internal secretion of the placenta. 

Philipp points out the recent advances in the knowledge of the effect 
of the placental secretion on the activity of the anterior lobe of the 
pituitary body, and he has experimented into its effects on the growth of 
the corpus luteum, He implanted placental tissue into three castrated 
rabbits. He obtained this placental tissue during the first four months of 
pregnancy from six human ova. All the experiments were negative as 
regards changes in the uterine mucous membrane. A repetition of the 
experiments produced negative results. He concluded that neither the 
carly nor the mature placenta contains any appreciable amount of corpus 
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luteum hormone. If the developing ovum is responsible for the hyper- 
trophy of the uterine mucosa some other activating substance must be 
sought. 

Implantation of human placental tissue into non-castrated female 
rabbits, during a period of sexual rest, was followed by laparotomy and 
removal of an ovary. The removed ovaries were immediately examined 
histologically and compared with the remaining ovaries, which contained 
numerous hemorrhages and corpora lutea; the uterine mucosa underwent 
changes indistinguishabie from those of a normal pregnancy. He carried 
out his experiments with four human ova and six rabbits. He obtained 
the same results in each case and, moreover, he obtained similar results by 
the implantation of material from two cases of hydatidiform mole. 

Using full time placental tissue on non-castrated rabbits he obtained 
negative results. He therefore concludes that the placenta itself does not 
give rise to the corpus luteum hormone, but that the young placenta 
produces a substance which produces marked lutein changes in the ovary, 
and that this lutein secretion is itself responsible for the changes in the 
uterine mucosa. When the placental tissue is excessive there is excessive 
lutein tissue formation, i.e. lutein cysts. He considers that this activating 
product in Prolan B, which occurs only in the human female and in female 
apes. 


The morphology and clinical course of an intraplacental hematoma, 

Fuchs describes the case of a woman of z9 years. She had had one 
healthy child four years previously, and an artificial abortion for severe 
emesis two and a half years previously. She became pregnant in the 
middle of September, 1929, and by the middle of October she was vomiting 
all food and was incapable of undertaking any housework, Her weight 
Was 124 pounds on admission to the Frauenklinik at Dantzig-Langfur on the 
4th November, 1929. On examination the urine was found to contain !; per 
cent of albumin, but no casts. On the Sth November there was slight 
jaundice. After treatment for three successive days with 50 grammes of 
glucose, 20 units of insulin, and rectal salines the excessive vomiting was 
reduced to ordinary morning sickness. At this stage she recovered her 
power of taking ordinary food and left the clinic, having gained 18 pounds 
in weight in four weeks. 

At the end of November she again began te vomit excessively and lost 
three pounds in weight. From this she recovered without treatment but 
she was left with a tendency to nausea. Each urinary examination demon- 
strated a slight degree of albuminuria. Quickening occurred on the roth 
February, 1930, but at the beginning of May the foetal movements became 
weaker and less frequent; they ceased on May 3rd. On May 8th labour 
began. Two hours later the membranes ruptured and clear liquor amnii 
escaped. After two hours in the second stage of labour a newly macerated 
male child of 32 weeks development was delivered; the placenta was ex- 
pelled by Crédé’s method without hemorrhage. On examination of the 
placenta its fcctal surface was found to be irregular. ‘The irregularity was 
due to numerous hematomata which pushed the amniotic 
forwards, and rendered about two-thirds of its structure inactive. 

The author discusses the causation of the placental hamatomata and 
asks whether they were due to the effect of toxic material in the placental 
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tissue, or to the raised blood pressure, associated with the strain of vomit- 
ing, in an already damaged placenta. ? 


Lymphogranulomatosis of the female genitalia. 

Lewinski refers to five cases of blood diseases which were associated 
with changes in the female genitalia, Bang describes the case of a 28 year 
old woman who first suffered from an attack of appendicitis and, later, 
developed swellings of the adominal and inguinal lymphatic glands with 
severe anemia. Postmortem she was found to have a lymphogranuloma in 
the right ovary and in the aortic lymphatic glands. The spleen showed 
changes similar in some ways to those of Hodgkin’s disease and in other 
ways to those of tuberculosis. Similar changes were found in some of the 
abdominal lymphatic glands, while the patient also suffered from miliary 
tuberculosis. 

In Walthard’s case a lymphogranulomatous change was found in the 
extra-dural spine space and in the uterus. Sections of the uterine wall 
showed the changes typical of Hodgkin’s disease. 

The writer’s case was that a woman of 43 years whose illness began 
in 1927. She suffered from generalized glandular enlargement. Treatment 
by X-rays caused a temporary improvement. Three years later she was 
brought to hospital in a moribund condition and she died before further 
clinical investigation could be undertaken. Postmortem an extensive 
spread of lymphatic tissue under the peritoneum and under the skin was 
found, in addition to a generalized swelling of all the lymphatic glands, 
an enlarged spleen, isolated lymphatic tumours in both pulmonary roots 
and in the kidneys, in the sternum and in the femoral marrow. At the 
side of the bladder there were innumerable nodules of the size of a pea, 
some of which were ulcerated. The condition extended to the urethra and 
to the peritoneal reflexion over the uterus, Fallopian tubes, broad ligaments 
and rectum, The epithelium of the vagina and Fallopian tubes was 
thickened. From the free extremity of the fundus uteri a tumour, which 
had distended the portio vaginalis and replaced the cervix, arose; the 
central part of the tumour had broken down and, without the knowledge 
of the postmortem findings, would have been diagnosed as an ulcerating 
carcinoma of the portio vaginalis. The most striking feature about this 
case is the entire absence of pelvic symptoms in spite of the extensive 
changes which had taken place. 


A case of chorionepithelioma with rare clinical symptoms. 

Von Raisz describes the case of a woman aged 34 years whose second 
pregnancy terminated in the spontaneous expulsion of a mole at the 
eighteenth week of gestation. Two years later, in 1926, she suffered from 
irregular uterine hemorrhage for which her uterus was curetted three 
times; the curettings were examined without any signs of malignancy 
being discovered. In 1927, three years after the abortion, she began to 
suffer from amenorrhcea and, in December 1929, two years after the onset 
of the amenorrhcea, she thought herself to be pregnant and was treated by 
her family doctor for six months, with some fear of the possibility of an 
extrauterine gestation. In August, 1930, she suddenly became severely ill 
with abdominal pain, rigors and a high temperature. The symptoms of 
internal heemorrhage followed. Pelvic examination revealed the presence 
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of a purulent discharge, and a tumour which extended on each side of the 
uterus to the anterior superior iliac spine. Further examination on the 
succeeding days was followed by the appearance of fresh haemorrhage, the 
temperature remained high, the pulse rate remained rapid. Operation was 
undertaken 12 days after admission, 

Entry to the abdominal cavity was difficult because the growth was 
fixed to the bladder and to the anterior abdominal wall; finally, an opening 
was made at the level of the umbilicus. The tumour appeared to be a 
chorionepithelioma spreading from the uterus, which was as large as the 
foetal head at term. Extension of the growth had taken place by way of 
the peritoneal and subperitoneal structures. During the operation hzemor- 
rhage was very profuse and was only partially arrested by gauze pressure 
and mass ligature. The removal of the uterus was carried out by the sense 
of touch, and the bladder not entirely freed from the growth. At the end 
of the operation the patient’s pulse rate was 140 to 150. It improved after 
a blood transfusion. She lived 31 days after the operation and then died 
with signs of pulmonary involvement. 

Examination of the removed uterus showed that its cavity was filled 
with new growth, the muscular wall was, at one part, only three or four 
millimetres in thickness, while the posterior wall was perforated. Histo- 
logical examination disclosed great overgrowth of the cells of Langhans 
with large nuclei and extensive lightly staining protoplasm. Large masses 
of syncytial tissue were present. 

The interest of the case lies in the length of time from the last pregnancy, 
in the amenorrhcea, and in the later symptoms which pointed to an infected 
haematoma. 


The etiology and prophylaxis of uterine myomata. 

Kakuschkin discusses the eetiology and prophylaxis of myomata of the 
uterus from an analysis of his cases at the clinic in Saatow and his private 
cases. He points out the strong relation between sterility and the occur- 
rence of uterine myomata; most myomata give rise to syinptoms between 
the ages of 30 and 50 years. The social standing of his patients was 
professional, higher civil service and shopkeepers in 40.6 per cent, work- 
people, labourers, and lower civil servants in 41.7 per cent, peasants in 
17 per cent. He points out that myomata appear only when the uterus is 
less efficient in its function, and that neoplasms are related to its 
inefficiency. The proportion of nulliparous patients was very high, 30.2 per 
cent, and in those who had borne children there was always a period of 
sterility before the appearance of the symptoms of the myomata, this 
secondary sterility lasted more than five years in So per cent of the cases. 
The author points out the frequency of cystic disease of the ovaries in 
association with myomata of the uterus. This he regards as evidence of 
great ovarian activity. He estimates that ovarian changes can be demon- 
strated in 54.9 per cent of his cases. 

He therefore comes to the following conclusions :— 

1. The fertility of the generative mechanism, as shown by the increased 
follicular changes of the ovaries, is raised. 

2. The functional activity of the uterus, as shown by primary or 
secondary sterility, is lowered, 
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He considers that the best method of preventing the formation of uterine 
myomata is to combat the patient’s sterility, and that pregnancy is the 
best mode of treatment for myomata, While encouraging the possibility 
of pregnancy, the excessive ovarian activity needs treatment. He, therefore, 
recommends laparotomy with resection of the ovaries and enucleation of 
obvious myomata. When pregnancy is not desired by the patient he 
considers that it should be urged even if, in the event of the occurrence 
of pregnancy, it is the intention to procure abortion by operation. When 
operative abortion is contra-indicated he recommends salpingectomy and 
ovarian resection or sterilization by the administration of corpus luteum 
extract. 


Contra-indicated ecbolics. 

Graff writes a comment on the article by Puppel on the contra-indications 
to the use of ecbolics. With the main contention of Puppel, that these 
drugs are unsafe in the hands of unskilled persons, he thoroughly agrees. 
But he is not in agreement with his condemnation of the use of thymophy- 
sin because, in a dosage of % to 1 c.c, it gives rise, in the hands of Puppel, 
to a slowing of the rate of the foetal heart to a dangerous degree. He sup- 
ports its use in cases of primary uterine inertia, if given in the first stage of 
labour, after an experience of 239 cases in the Frauenklinik in Vienna and 
in an unstated number of private cases. He points out that thymophysin 
is effective in increasing the force of labour pains and also in increasing 
their frequency. The rate of the foetal heart always returns to normal 
between the pains, and he has never delivered a child suffering from 
cardiac depréssion or needing any form of stimulant treatment. 


Dolichocephaly in children presenting by the breech shown by X-rays during 
pregnancy. 

Wahl points out that until the use of X-rays for diagnostic purposes 
during pregnancy it was assumed that any variation in the shape of the 
child’s head, from the round cannon-ball type, was due to moulding during 
labour. Children born after breech delivery were found to possess such 
a rounded head. The writer shows prints of three cases of breech presenta- 
tion with extended legs : (1) a primigravida of 4o years; (z) a patient aged 
32 years, pregnant for the second time; and (3) a patient aged 27 years, 
pregnant for the eighth time, taken a few hours before the onset of labour. 
In each case the shape of the foetal skull was markedly dolichocephalic. 
In the second and third cases the shape of the foetal head may have been 
hereditary, as in one case the mother’s head and in the other case the 
father’s head was markedly dolichocephalic. In the first case there seemed 
to be no such hereditary cause, and here he ascribes the shape of the head 
to prolonged pressure in one position in utero on the child’s head. 


Epidemic meningitis in the new-born infant. 

Mathias describes a case. The patient was the first child of a mother 
aged 24 years. It was born in the Allerheiliger Hospital after a normal 
pregnancy. The child was 51 cm. long and had a cranial circumference 
of 35 cm.; it weighed 3,450 grms. The day after delivery there was slight 
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jaundice, which was looked upon as physiological. Three days after 
delivery the temperature rose to 37.6°C. and the child sucked badly ; there 
were no other symptoms, and the child gave no impression of serious illness 
when it suddenly died, 


Postmortem, apart from a patent foramen ovale and ductus arteriosus 
and an accessory suprarenal gland, no developmental or pathological abnor- 
mality was found in the thorax, in the abdomen, nor on the surface of the 
skin. At the base of the cerebrum and cerebellum, beneath the pia mater, 
a collection of greenish yellow pus was found. ‘This collection did not 
appear to be secondary to any other focus of infection. The meningococcus 
was grown from a nasal smear from the mother of the child. A smear from 
the meningeal pus contained Gram negative dipplococci and numerous 
leucocytes. It is thought that the mother infected the child by kissing it 
shortly after birth, and the trauma which the foetal head suffered during 
delivery produced a locus minoris resistentice. “Ihe author points out that 
the postmortem examination of newborn children frequently gives surpris- 
ing results which are not suspected beforehand, and he suggests that when 
an epidemic of meningitis occurs in a maternity institution, a routine 


examination of nasal swabs from the mothers should be made, to determine 
the presence of a carrier, 


Verforating wounds of the bladder in abortion. 


Fett describes a case of a perforating wound of the bladder during the 
operative evacuation of a uterus at the tenth week of pregnancy, The 
patient, aged 37 years, had had one normal delivery eight years previously. 
She consulted her family doctor on account of severe haemorrhage when 
she was 10 weeks pregnant, The bleeding was so severe that she was 
anesthetized in his consulting room, and the uterus was evacuated without 
any difficulty. To his horror, the doctor felt the right cervical wall give 
way and his finger passed into a cavity which did not appear to be the 
peritoneal cavity. He therefore communicated with the author, who took 
the patient into his clinic and treated her expectantly until she passed 
blood-stained urine and, an hour later, complained of tenesmus, The 
patient was again anzesthetized and the tear investigated through the 
vagina. It was found to extend from the cervical canal to the cellular 
tissue behind the bladder and thence to the utero-vesical peritoneal fold. 
There was a small perforation into the peritoneal cavity and anether, five 
centimetres long into the upper posterior wall of the bladder, As it was 
obviously impossible to deal with this condition from below, the abdomen 
was opened and the tears were closed by cight separate catgut stitches and 
a second layer of continuous sutures. Finally, the peritoneal tear was 
sutured. The abdomen was closed and a self-retaining catheter was left 
in the bladder. All the wounds healed by first intention, and four weeks 
after the operation there was no evidence of cystitis on cystoscopic examina- 
tion, nor could the scar of the wound be detected. The writer has been 
unable to find any other report of a case of a wound of the bladder which 
occurred during the treatment of an abortion. 


R. H. B. Adamson. 
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ovary and endometriosis of the appendix. C. Breuer. 

Vol. Ixxxv, Nos. 2-3, June, 1930. 

*A discussion on the duration of pregnancy after conception. H. Sellheim. 

The effect of sex and anterior pituitary hormones on Abderhalden’s 
reaction, A. Mahnert. 

Imaginary and illusory pregnancies. B, Liegner. 

*A communication on the occurrence of multiple angiomata in the placenta. 
H. Kuckens. 

*Chorionepithelioma in pregnancy. R. Jacobs. 

A practitioner’s attitude to Kjelland’s forceps. G. Kleinberger. 

The value of Kauffman’s diuresis reaction in pregnancy and the puer- 
perium. G. Feyerteg and E. Caplun. 

*Heemorrhages which simulate menstruation, occurring during pregnancy. 
Willibald. 

*The diagnosis of full-time and post-mature pregnancies. J. Rosenblatt. 

“Placenta previa. E, Puppel. 

*Vaginal Ceresarean section in clinical obstetrics. Ed. Martin. 

A case of vaginal myoma. E,. G. Abraham. 

The treatment of carcinoma by g-rays. W. Welsch. 


The accelerated growth of malignant tumours during pregnancy. 

From the author’s own experience and from a survey of the literature, 
he came to the conclusion that many slow-growing malignant tumours 
and metastases developed extremely rapidly when pregnancy supervened. 
Animal experiments did not seem to throw any light on the cause for 
this stimulation of growth. Biologically many analogies are found between 
pregnancy and cancer. In support of this, among other facts, the work of 
Ascheim and Zondek on Prolan A is quoted. Any alteration of the 
cholesterol-lecithin ratio seemed to affect tumour growth. Borst is quoted 
as having shown that tumours will grow more rapidly in animals fed on 
cholesterin. In conclusion the author points out that, in his experience, 
he found that termination of pregnancy produced favourable results on 
patients suffering from malignant disease, admitting that other gynzecolo- 
gists may have had different results. 


The calcium content of the foetal envelopes. 
The incidence of premature rupture of the membranes seemed to be 
rather high in the clinic of Pécs, and, as the lime content of the water 
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in the neighbourhood was extremely high, an investigation was undertaken 
in order to discover whether any relation existed. Jt was found that 
the calcium content both of membranes rupturing at the normal time and 
of those rupturing prematurely varied a good deal. The increased caleium 
intake with the water did not influence the feetal envelopes. 


A case of hydatidiform mole followed by cherionepithelioma. 

The history is given of a patient who, three months previous to 
adinission to hospital, had had what was thought to be a hydatidiform 
mole. Curettage revealed picture suspicious of chorionepithelioma. 
Vaginal hysterectomy was performed. 


The increased incidence of ectopic pregnancy and its relation to the etiology. ; 

The author gives interesting figures from his own and other clinics 
to show that the number of cases of ectopic gestation is on the increase and 
also that the extrauterine pregnancy is now forming a higher percentage 
of all gynecological cases. Until 15 years ago poor diagnosis may have 
been the reason for the small number of cases. In the author’s series of 
cases of ectopic gestation 23 per cent gave a previous history of inflam- 
matory processes, 45.5 per cent had had abortions (17.4 per cent of these 
were uncomplicated), five per cent had had ovarian new growths; in 24.7 
per cent the history gave no clue to any possible cause and in 1.8 per cent 
of cases the etiology was not investigated. ‘The ovum itself was not 
considered to have any influence on the increasing incidence of ectopic 
gestation. Amongst those cases without any subjective symptoms five 
per cent were found to the pregnant for the first time, and underdevelop- 
ment is given as the probable cause : in the remainder the author suggests 
some alteration in the nervous innervation of the Fallopian tube influenc- 
ing its peristalis as a probable cetiological factor. 


Operative repair of an entero-vesical fistula. 

The bladder was opened extraperitoneally ; the edges of the fistula were 
pared ; the bowel was separated from the bladder and mobilized. The hole 
in the gut was then sutured, followed by closure of the vesical fistula. 
The patient eventually made a complete recovery. The author claims this 
to be the first time that a fistula was repaired in this way by the trans- 
vesical route, 


A discussion on the duration of pregnancy after conception. 

The author’s main object is to determine what are the limits above 
and below which it is obviously impossible to ascribe paternity to a child. 
He draws a graph to illustrate that in go per cent of cases the duration of 
pregnancy is 270 days after conception; yg.3 per cent of all births occur 
between 230 and 310 days after fertilization; 0.35 per cent are above 310 
days, the maximum being 334 days, and an equal number are below 230 
days, the minimum being 213 days. The author quotes the history of a 
patient whose uterus he curetted very thoroughly and who gave birth to 
a child weighing 3,700 grms, and measuring 51 cm. in length, 232 days 
after discharge from hospital. The possibility of a fertilized ovum having 
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been present in the Fallopian tube at the time of curettage is discussed. 
Coitus did not take place until 18 days after discharge from the hospital. 
After discussing at length the experiences of various writers the author 
concludes that in the present state of knowledge, judges and jurists can 
only be guided by what is manifestly impossible, in arriving at a conclusion 
in any particular case. 


\ communication on the occurrence of multiple angiomata in the placenta. 
The author describes in great detail a placenta with diffuse chorio- 


angioma and gives a very elaborate and complete collection of cases from 
the literature. 


Chorionepithelioma in pregnancy. 

The author describes the case of a primigravida, aged 26, in the seventh 
month of pregnancy, who had chorionepithelioma in the anterior wall 
ct the uterus with secondary deposits in the vagina, cervix, lungs and 
other organs of the body. Microscopically the picture was typical. She 
was delivered of a stillborn female child weighing 1,900 grm. and 
measuring 44 cm. in length and she died about a month later. The history 
definitely excludes the possibility of any previous pregnancy and the 
author concludes that this is the first case described in which a definite 
chorionepithelioma developed during pregnancy in a woman in whom there 
was not a possibility of its having persisted from a previous conception. 


Hemorrhages which simulate menstruation, occurring during pregnancy. 

On looking thzough 2,800 case sheets of pregnant women the author 
found that 20 patients had had menstrual-like bleeding while carrying. 
He describes these cases in detail and points out that all the women were 
quite healthy and that no local condition could be found to account for 
the bleeding. These cyclical haemorrhages had no effect on the duration 
of pregnancy. 


The diagnosis of full-time and post-mature pregnancies. 

The author points out how difficult it is to arrive at a proper conclusion 
from the literature as to what constitutes full-time because the writers vary 
so much. He has found that injections of small doses of pituitrin will 
start a patient in labour if she is at term or post-mature but not otherwise, 
and he points out that this is a safe test as it does not affect the child. He 
has not had any serious results. The writer quotes the experimental work 
of Knaus, Bourne and Burn, showing that these authors obtained similar 
results. 


Placenta previa. 

In the author’s material the incidence of placenta praevia was 0.9 per 
cent (73 cases in 7,936 births). In only 34 cases could any condition be found 
which may have given rise to any previous disease of the endometrium. 
Twelve patients were primigravide. The parity of the others is also given. 
In 29 cases the puerperium was complicated and five patients died. The 
small number prevents any definite conclusion as to the best method of 
treatment. Vaginal plugging was only utilized in order temporarily to 
arrest hemorrhage while the patient was being transported to hospital. 
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Ceesarean section was carried out 26 times with no death. In conclusion 
the author emphasizes the fact that all cases, except the very mildest, 
should be treated in an institution. 


Vaginal Cesarean section in clinical obstetrics. 

The author describes his technique for carring out the above operation 
which he has done 462 times. A table is given showing the indications for 
the operation. 


M. Datnow. 


Miinchener Medizinische Wochenschrift. 


October, 17, 1930. 
The seventh International Congress to consider birth control. 
*A legal decision based on blood groups. 


October, 24, 1930. 
*Experience with orasthin. H. Nahmmacher. 
The penetration of the skin and mucous membranes by preparations of 
silver. I,. Neumayer. 
A survey of the indications for terminating a pregnancy complicated by 
disease of the kidneys. C. R. Schlayer. 


October, 31, 1930. 
The serum diagnosis of gonorrhoea and its value in practice. R. Forster. 
Sex and racial ethics. E. Abderhalden. 


November 7, 1930. 
An armlet possessing an automatic release for compressing the veins for 
intravenous injections. M. Karp. 


November 14, 1930. 

*Toxeemia cf pregnancy and the reversed Eck’s fistula. W. Ortlop. 

*The treatment of sepsis with scro-vaccines over a period of five years. 

G. Mayer. 

The chemical treatment of streptococcal infections, R. Hilgermann. 

A non-absorbent tampon for the vagina. A. Stern. 

“The cinematagraph in medicine in Russia. E. J. Jankelewitch. 
November 21, 1930. 

“The voluntary determination of sex in man. H. Fiith. 

The gynecological training school. W. Tiepmann. 


November 28, 1930. 
*The upper limits of the normal body temperature. H. Zimmermann. 
*Pregnancy associated with chronic myelogenous lukeemia. Ridder. 
*Sterilizing women by means of hormones. 1. Haberlandt. 


December 12, 1930. 

*On the etiology, incidence and treatment of carcinoma of the uterus. 
(Heidleberg statistics, 1913 to 1924). F. G. Dietel and Irene Steffan- 
Eisen. 

Fischer’s or Lasker’s hypereemic method of treating phlebitis? 
Leibholz, 
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December 19, 1930. 
On the X-ray demonstration of the urinary system by means of uroselek- 
tan. H. Nahrath. 
#On the etiological incidence and treatment of carcinoma of the uterus. 
(continued). F. G. Dietel and Irene Steffan-Eisen. 
Methods of dilating the cervix and a contribution to the treatment of 
abortion. F. H. Bardenheuer. 


December 26, 1930. 
Dentitio difficilis. M. Hohlfeldt. 
*A case of galactorrhcea persisting for months after the death of the child. 
I’. Ronnefeldt. 
Ferment therapy for sclerderma. J. Sellei. 


January 2, 1931. 

Studies in the physiology of sex. Part 3. M. Borst and D. Gostimirovié. 
*The action of Prolan A on male and adolescent female sexual glands. 
*The termination of pregnancy complicated by pulmonary tuberculosis. 

E. Romberg. 
Plaster bandages used as an abdominal support. M. Widera. 


A legal decision based on blood groups. 

A baker was sentenced to support a child whose paternity he ascribed 
to a cousin of the mother. At the hearing of the appeal it was ordered that 
the blood of the mother, the child, the baker and the cousin should be 
grouped. The child belonged to group A, the mother to group B, the baker 
to group C, and the cousin to group A. On this evidence the sentence of 
the lower court was quashed. The mother was subsequently accused and 
convicted of perjury and sent to a reformatory for a year. An appeal, 
lodged on the grounds that blood tests did not offer satisfactory evidence 
on which to base a verdict, was disallowed by the Supreme Court. 


Experience with orasthin. 

Orasthin is a preparation of the posterior lobe of the pituitary body 
which excites contraction of the uterus without causing either peristalsis 
of the intestines or a rise of blood pressure. It can therefore be given to 
eclamptic patients, and is, in the opinion of Nahmmacher, the best 
preparation of the pituitary gland on the market for obstetric purposes. 


Toxemia of pregnancy and the reversed Eck’s fistula. 

Ortlop considers all the toxzemias of pregnancy to be due to a ketosis 
which is caused by a damaged liver. There is normally a free anastamosis 
between certain of the veins draining into the inferior vena cava and the 
veins of the portal system. Owing to the venous congestion in the pelvis 
associated with pregnancy, blood from the uterus, which should reach 
the inferior vena cava, enters the portal system. This blood contains 
fatty acids and amino-acids—the waste products of foetal metabolism— 
which damage the mother’s liver. This is nature’s example of a reversed 


Kck’s fistula. A damaged liver renders the mother more liable to puer- 
peral infection. 
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The treatment of sepsis with sero-vaccines over a period of five years. 

Georg Mayer has patented his sero-vaccine treatment for sepsis. Four 
different sera are used and each is prepared from 127 different human sera. 
Serum I contains cocci from 228 cultures from septic cases, Serum 2, con- 
tains bacilli from 80 cultures, while Serum 3 contains organisms from 384 
cultures from the peritoneal cavity and intestinal canal. All the cultures 
are made from infected patients. Serum 4 contains no organisms. The 
sero-vaccine is made in two parts. The first part is made by the mixing 
together of bacteria, bacteriophages, the products of autolysis of bacteria, 
serum and serum-like products from man and animals. This portion is 
exposed to ultra-violet rays. The other part is made from serum from 
patients and animals, exudates and transudates, cells of all kinds and 
placental extracts. These two parts are worked together and again ex- 
posed to ultra-violet rays. The sera and the sero-vaccines are given 
according to a schedule and no regard is paid to the reaction of the patient. 
Successful cases are recorded. 


The cinematograph in medicine in Russia. 

Jankelewitsch describes a cinematograph film used in the teaching of 
Obstetrics in Russia. It consists of an introduction and five parts. The 
introduction shows the fundamentals of the constitution of woman, and 
shows the types that are suitable and unsuitable for reproduction. Part I 
displays the skeleton and soft parts of the birth canal and gives various 
cross sections and measurements. Finally the soft parts—the muscles and 
faciae are in turn rolled off, leaving the bones of the pelvis. Fart IL is 
devoted to the child and demonstrates the significant measurements. 
Part III shows the three stages of labour and the dilatation of the cervix. 
Part IV portrays the passage of the head and trunk through the birth 
canal. Part V shows the actual birth of the child. This part is the only 
true exposure, the others of necessity being trick films, and it is therefore 
of importance not only for teaching but for research. 


The voluntary determination of sex in man. 

Fiith discusses a claim by Unterberger that it is possible to control the 
sex of the child. There is evidence to suggest that those spermatozoa which 
do not possess X-chromosomes (imale) are mote successful in the race to 
the ovum if introduced into an alkaline medium. He found, at Cologne, 
that when the reaction of the vagina was strongly acid 56.2 per cent of the 
children were female and 38.8 per cent male. When, however, the reaction 
of the vagina was slightly acid or nearly neutral 52.9 per cent of 
the children were male and 38.1 per cent female. 


The upper limits of the normal body temperature. 

Zimmermann claims that it is essential to take the temperature in two 
places, the mouth, where heat is being given out, and the rectum, where 
heat is being generated. Temperatures taken in the axilla are the most 
unreliable. After exercise the temperature of the mouth should be the 
same as, or definitely lower than, that recorded before the exercise was 
commenced, while the figure recorded in the rectum is invariably higher 
after exercise. The time at which the temperature is recorded is important, 
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as a mouth temperature of 37°C before midday is definitely abnormal. It 
is impossible to differentiate between normal temperatures and_ slight 
degrees of fever, except by comparing readings taken simultaneously in 
the mouth and in the rectum. 


Pregnancy associated with chronic myelogenous leukemia. 

The occurrence of pregnancy in association with myclogenous leukaemia 
is not common, as the disease lowers fertility and increases the liability 
to miscarriage. If the disease has its onset during pregnancy the mortality 
is very high, and in any case but few full-time children are born to such 
patients. Ridder reports the case of a woman, aged 34, whom he first 
saw in 1927. Under X-ray treatment she made excellent improvement and 
her spleen returned alinost to its normal size. In 1928 she became pregnant 
and her condition became worse. She died two months after giving birth 
to a healthy child with a normal blood picture. The X-ray treatment, 
carried out during pregnancy, apparently caused no damage to the child. 


Sterilizing women by means of hormones. 

Haberlandt has found it possible to prevent ovulation in animals by 
administering preparations made from the ovary and from the placenta. 
A preparation “infecundin’”’ to be taken by the mouth, is shortly to be 
placed on the market, and the author believes that this may prove to be 
the ideal method of effecting birth control. 


On the etiology, incidence and treatment of carcinoma of the uterus 

statistics, 1913 to 1924). 

Dietel and Eisen state that 739 cases of carcinoma of the cervix, and 
170 cases‘of carcinoma of the body of the uterus were treated at the 
Heidelberg clinic between the years 1913 and 1930. Of that number 440 
cases of carcinoma of the cervix and 96 of the body were treated by X-rays 
or radium (the great majority by radium). In the cervix cases the opera- 
bility rate was 41.5 per cent, and the percentage of absolute cures was 21.5. 
Of the operable cases 0.39 per cent were cured, and of the inoperable, 9.6 
per cent. Of the body cases go.6 per cent were operable and the percentage 
of absolute cures was 30.4. They are satisfied that the incidence of cancer 
of the uterus has increased since 1906. The figures show that women of 
the better classes are less frequently affected by uterine cancer, have a 
higher operability rate and respond more satisfactorily to radium treatment. 
The lower incidence among these women may be partly accounted for by 
the fact that they bear, as a rule, fewer children than women of the poorer 
classes but that does not explain why they respond better to treatment. 
The writer believes that diet and personal hygiene are important factors 
in this connexion, The average number of children born to the patients 
with carcinoma of the cervix was 5.1 and only five to eight per cent of the 
patients were nulliparee. Young women of all classes came earlier for 
treatment and in them the operability rate was higher. ‘This may be partly 
explained by the fact that haemorrhage is not always an early symptom 
of the disease in old women. The greatest number of these cases occurred 
between the ages of 45 and 55, while the highest incidence of carcinoma of 
the body occurred a decade later. The authors point out that the results 
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of treatment of cancer of the body of the uterus by radium are bad, but 
that the results of treatment of carcinoma of the cervix by radium are 
as good as those obtained by surgery. Radium treatment, moreover, has 
the following advantages—it is cheaper, the average stay in hospital is 
only 11.5 days, the primary mortality is almost nil, it can be used when 
operation is contra-indicated for other reasons and it is successful in a 
certain percentage of inoperable cases. 


A case of galactorrheea persisting for months after death of the child. 

Ronnefeldt reports a case of galactorrhcea. A woman, aged 18, had 
given birth to her first child six months previously, since when she had 
menstruated twice. The infant died four days after it was born, but the 
flow of milk persisted, without any pain, from both breasts. During the 
examination milk trickled out of both breasts on to the floor. He pre- 
scribed spirit of camphor m xv, t.i.d., and the flow was reported to have 
ceased in three days. 


The action of Prolan A on male and adolescent female sexual glands. 

Gorst and Gostimirovié describe the change caused by Prolan A in the 
ovaries of young mice, and the testes, seminal vesicles, and prostate glands 
of mice of various ages. Owing to the fact that it causes changes in the 
male sexual glands which are different from those caused by undifferenti- 
ated Frolan, they are opinion that Prolan A is not identical with Zondek’s 
H.V.R.I., as he suggests. 


The termination of pregnancy complicated by pulmonary tuberculosis. 

Romberg believes that the conflicting views expressed concerning the 
harmful effects of the association of pregnancy with pulmonary tubercu- 
losis, may be attributed to the fact that too little attention is paid to the 
type and cause of the disease. He refers to the results at his own clinic 
recently published by Lydtin and Linde Of 19 women who developed 
frank pulmonary tuberculosis during pregnancy not one lived longer than 
three years. Cases of early infiltration, commencing before pregnancy, 
fared almost equally badly. These cases he considers should be treated by 
artificial pneumothorax owing to the great risk of cavity formation. Of 
12 women with definite proliferative fibrosis of the lungs, developed before 
pregnancy, eight died during pregnancy or shortly after labour, while four, 
in whom early evacuation of the uterus was practised, lived from four to 
eight years. He is strongly of the opinion that the uterus ought to be 
emptied, if possible, during the first four months whenever definite signs 
and symptoms of active tuberculosis are present in the lungs. On the 
cther hand, no fewer than 147 patients out of 189 in this series had apical 
signs of early or suspected tuberculosis. These women as a rule, did 
extremely well. The author, therefore, considers that there is no justifica- 
tion for terminating a pregnancy on account of small changes in the apices, 
whether discovered by physical examination or by X-rays, unless they are 
associated with definite symptoms of disease. The number of cases 
requiring operative interference is therefore extremely small. All these 
patients should have the benefit of sanatorium treatment both during 
pregnancy and after the confinement. 


G. W. Theobald, 
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Annali di Ostetricia e Ginecologia. 


September, 1930. 
*The calcium and potassium content in the serum of eclamptic patients. 
Vozza. 
The pyramidon test in the diagnosis of ectopic gestation. Coggi. 
*Manoiloff’s reaction for the diagnosis of pregnancy. Di Francesco. 
Tuberculosis of the vulva. Traveiso. 
*The behaviour of lactic acid on the foetal circulation. Vitali. 


The calcium and potassium content in the serum of eclamptic patients. 

Vozza gives an account of previous research on the mineral content of 
eclamptic serum. In 1910 Mitchell first formulated the hypothesis that 
eclampsia was due to maternal deficiency in calcium through foetal absorp- 
tion, and held that the good results he obtained by calcium administration 
proved his theory. His views were extended by Dremian, who stated that 
the hypocalczemia of eclamptic patients led to an accumulation of fat in the 
liver and, therefore, impairment of its function and convulsive attacks. 
On the other hand Liebmann, Serdinkoff and Linzenmeyer did not find 
hypocalcemia invariable in eclampsia. 

In a previous series of investigations Vozza examined the contents of 
the serum in calcium and potassium in various phases of normal pregnancy. 
He now gives the results of his examination in twelve cases of eclampsia. 
In all the cases he found a certain degree of hypocalezemia with a relative 
increase of potassium and an alteration of quotient, In a normal pregnancy 


2.9 


1.8 
He noted that in some cases during the convulsive attacks there was a 
tendency to normalization of the quotient through an increase in the 
quantity of calcium. In the puerperium the potassium returned to its 
normal level more quickly than the calcium. As a result of clinical experi- 
ments Vozza is of the opinion that these changes in the electro-ionic 
equilibrium of the blood may, in all probability, be the effect and not the 
cause of eclamptic symptoms, The favourable results obtained by calcium 
administration in pre-eclamptic or eclamptic states may find sufficient 
explanation in the pharmocological properties of the drug. He therefore 
advocates its more frequent use in eclampsia in preference to the sedative 
remedies, because it is non-toxic and exerts a general normalizing effect 
on all the organs and on an excitable nervous system. 


Manoiloff’s reaction for the diagnosis of pregnancy. 

The importance of a sure method of diagnosing carly pregnancy is 
universally acknowledged. In all the tests proposed the obstacles of 
execution usually deprive them of any practical clinical value. Ascheim’s 
and Zondek’s biological test has undoubtedly given brilliant results—o8 per 
cent positive results. It might, therefore, seem superfluous to seek for 
any other test. But, although it may be carried out in a laboratory or in 
a hospital, it is impossible for the general practitioner who wants a simple 
and speedy test in early cases. Manoilofi’s method apears to furnish a 
simple and, according to its author, a successful reaction. Di Francesco 
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has followed out with scrupulous accuracy Maniolofi’s diuretin serum test in 
examining over 100 cases of suspected pregnancy and as many controls 
(non-pregnant, healthy, and unhealthy women, and men). In the last three 
months of pregnancy he obtained positive results in 96 per cent of his cases, 
but only 24 per cent in the first three months. In his control cases he could 
count only g per cent positive reactions. In most cases the results were 
very doubtful. He notes that the technique of the reaction is not so simple 
as it at first appears. His final conclusion is that the reaction is of no 
practical clinical value for the early diagnosis of pregnancy. ‘The real 
desideratum in a diagnostic test for pregnancy is, therefore, not attained. 


Yhe behaviour of lactic acid on the foetal circulation. 

Vitali briefly describes the physiological process by which lactic acid 
1s forined in the adult organism and its effects on the blood pressure, heart 
and pulse. His research chiefly concerns its amount in the foetal circulation 
and how its variations affect the foetal condition. With these aims, he 
estimated the amount of lactic acid in the blood vessels of the umbilical 
cord during the period of physiological apncea and at the beginning of 
pulmonary respiration. He compared the values with that of the maternal 
blood obtained from the antecubital vein. His conclusions are: (1) There 
is a difference in the content of lactic acid in the foetal serum (a) during 
apnoea and (b) at the beginning of pulmonary respiration. (2) During apnoea 
there is a larger quantity of lactic acid in the circulation, particularly in 
the umbilical arteries. At the beginning of pulmonary respiration the total 
quantity of lactic acid is diminished, and the relation between venous and 
arterial umbilical lactic acid is not constant, although it is generally 
more abundant in the veins. (3) During apnoea, when the oxygen supply 
to the foetus is carried on under difficulty, the increase of lactic acid in the 
arteries may signify a transitory attempt to regulate the exchange of 
ferments. (4) Processes of glycolysis and glycosynthesis take place in the 
placenta and regulate the passage of hydrocarbons to the foetus. 


J. H. Filshill. 


Revista Italiana di Ginecologia. 


September, 1930. 

*A case of uterine rupture during labour, Tagliaferro, 

Foetal cholesterin and maternal tuberculosis. Crispolti 

Angioma of the labium majus. Baraffa. 

*The significance of increased acetonuria in obstetric and gynecological 
cases. Yetto. 

*A rare form of total utero-vaginal prolapse [rom an advanced lesion of the 
conus medullaris. Pampanini. 

The early diagnosis of carcinoma of the cervix uteri. Cuwizza. 

Constitutional parental affinity, or the reverse, and the degree of fcetal 
development. Abruzzese. 


A case of uterine rupture during labour. 
Tagliaferro discusses the two chief causes of uterine rupture; 
(a) diminished muscular resistance through fibrous degeneration, and (b) 
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increased strain on the muscles due to mechanical obstruction. He describes 
a case he has recently seen, due to the latter cause. The patient was a 
multipara, aged 35. She had had six normal pregnancies, and the seventh 
ran a normal course until the later months, when she complained of unusual 
abdominal tension and a feeling of weight. These symptoms were accounted 
for by hydramnios. After rupture of the membranes there was a period of 
uterine inertia, a real uterine stupor lasting three days. This was followed 
by strong and frequent pains for 12 hours, with no progress. A midwife, 
on examining the patient for the second time, recognized a face presentation 
and called in a doctor, He gave an injection of thymophysin (two c.c.). 
The patient was suddenly seized with acute pain in the lower abdomen. 
This continued and extended but true labour pains ceased. She became 
seriously ill and was sent to hospital. On examining and exploring the 
uterus in the direction of the symphysis pubis Tagliaferro felt the face of the 
child and a piece of fleshy tissue. Blood was gushing from the vagina. 
At first he thought the tissue might be the placenta, but the history of the 
case and the patient’s symptoms suggested uterine rupture. 

At laparotomy he found there was much hemorrhage; the child and 
placenta were free in the abdomen. The lower uterine segment, part of 
the uterine fundus and the anterior vaginal fornix were torn. It was a 
typical Bandl’s rupture. After removing the child and placenta he per- 
formed total hysterectomy. For a time the patient was almost pulseless, 
but she revived after the injection of stimulants. She made a good 
recovery. 

Tagliaferro reviews the various factors contributing to the accident. 
(1) Hydramnios by excessive distension of the uterus led to uterine inertia. 
(2) Abnormal presentation of the child formed a mechanical obstruction. 
(3) The strong pains following the inertia forced the abnormally presenting 
part into the lower uterine segment and caused its walls to become thin. 
The adiposity of the patient veiled the threat of rupture. (4) At this stage 
the ecbolic action of a moderately large amount of thymophysin was added 
and determined the dangerous result. Without the preceding factors it 
might not have had this effect, but care in its use and dosage is necessary. 


The significance of increased acetonuria in obstetric and gynacological cases. 

In 1906 Bonngarten and Popper described in the Weiner Clinische 
Wochenschrift seven cases of ectopic pregnancy with heematoccele, in which 
a marked increase of acetonuria was present. In the absence of other 
causes they concluded that this finding might be useful in cases of 
difficult diagnosis. Since then, others (ce. g. Wechsberger) have found no 
increase of acetone in cases of extrauterine gestation. When the increase 
occurs it is considered, by Elia and Baffoni-Luciano, to be secondary and 
due to the haemorrhage into the peritoneum. With the aim of contributing 
to the solution of the question, Yetto has examined a large number of cases 
in his hospital, employing Baffoni-Luciano’s method as the simplest and 
most accurate. 

The results of his investigations are :— 

1. There is a high percentage of acetone in the urine during the last 
months of pregnancy. This increases in labour and decreases in the puer- 
perium, disappearing between the fourth and sixth days. In 150 cases of 
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normal pregnancy 102 had acetonuria, i.e. 65 per cent. In qo cases of 
abortion 28 were positive, i.e. 70 per cent. 

2. There is a very marked acetonuria after all operative procedures, 
whether such procedures are serious or not. In five cases of abdominal 
Ceesarean section, in 17 cases of laparotomy, and in seven cases of plastic 
perineal operation there was marked acetonuria in every case. 

3. Acetonuria is not a pathognomonic sign of any obstetric or gynacco- 
logical condition. This applies especially to extrauterine pregnancy even 
when complicated by serious intraperitoneal haemorrhage. Out of seven 
cases exainined before operation, in four the results were negative. 

4. The origin of the increased acetone in obstetric and gynecological 
cases may be traced to nervous and psychic trauma as well as to contin- 
gencies such as gastro-intestinal disturbances or faulty metabolism, 


A rare form of total utero-vaginal prolapse from an advanced lesion of the conus 
medullaris. 

Prolapse occuring in multiparee of mature age may be attributed to 
the strain of pregnancies. Increased intra-abdominal tension has led to 
yielding of the pelvic floor and its supporting muscles and ligaments. In 
nulliparee or young women it may be constitutional or due to spina bifida 
occulta. Cases due to acute infective lesions of the spinal cord are com- 
paratively infrequent. Pampanini thinks it of interest to describe a case on 
which he has recently operated. 

The patient was aged 46 and had had eight children. She had enjoyed 
good health until 10 years after her last confinement. She was then 
suddenly seized with severe sciatic pain which went on for about six 
months. One night intense pain appeared just as suddenly in both the 
lower limbs and she found she could not rise, In addition to the paresis 
there were involuntary defecation and high fever, After admission to 
hospital the temperature gradually fell and motor power was slowly 
regained, but involuntary defeecation persisted. After four months she 
left hospital, and soon alter leaving became aware of a feeling oi 
great weight in the abdomen and protrusion of the womb into the vagina. 
On return to hospital, examination showed that there was complete prolapse 
with total inversion of the vagina. The body of the uterus was still in the 
pelvic position but lower than normal and _ retroflexed. The zone of 
muscular paralysis included the whole perineal plane and levatores ani 
muscles, involving the internal pudic nerve and the third and fourth sacral 
nerves, Under ether narcosis the author performed ventral-fixation of 
the uterus with previous bilateral tubal resection. The postoperative course 
of the case was satisfactory. Examination on discharge from hospital, and 
again one month later, showed that the uterus was in good position. He 
thinks the danger of recurrence of prolapse is not great, since he performed 
an abdominal operation. The cystoccele and rectoccele, with involuntary 
defeecation, have persisted. 


Revista de Ginecologia e d’Obstetrica. 
September, 1930. 
*Trans-vesical treatment in a case of vesico-vaginal fistula. 


de Araujo 
Maia. 
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General and particular considerations of Kjelland’s forceps in theory and 
practice. de Carvalho. 
October; 1930. 
Diagnosis, prognosis and treatment of hydatidiform mole. Furtado. 
*Three cases of foetal dystocia. Peres. 
Syphilis, pre-natal hygiene. Barcellos. 
*Generalized gonococcal peritonitis. Filho. 


Trans-vesical treatment in a case of vesico- vaginal fistula. 

In the July number of this Review, Maia described a remarkable 
obstetric case in which the patient came to hospital three weeks after 
labour with the child still unborn, and the uterus ruptured. During the 
tenth weck of convalescence it was found that a vesico-vaginal fistula had 
developed. It was thought advisable to operate immediately, and after 
consideration Maia chose the trans-vesical route as being the most suitable. 
The postoperative period was apyretic and without untoward incident. 
After seven days the patient left hospital. Maia’s conclusions are that : 
(1) Fistule in the median or superior third of the vagina should be 
operated on from the vagina only when the cervix is low and the vagina 
is wide and elastic. (2) Trans-vesical and extra-peritoneal operation 
should be performed for fistulee which are high in the vagina and when 
the uterus is fixed, or if it has been removed at a previous operation. (3) 
Vesico-uterine fistulz can be treated by Dittel-Fryne’s trans-peritoneal 
operation. (4) For vesico-vaginal fistulee following total hysterectomy 
Tegen’s trans-peritoneal and trans-vesical operation is the best. (5) 
Hystero-cleisis and colpo-cleisis are operations which should be abandoned. 
(6) The lateral decubitus is the most convenient position for the patient 
after operations for fistula. 


Three cases of foetal dystocia. 

Feres describes three cases of dystocia due to mechanical obstruction 
which made spontaneous delivery impossible. 

(1) In the first case, the patient, who was a multipara, aged 24, was 
brought to hospital about 12 hours after the beginning of labour in a very 
exhausted and febrile condition. Strong pains had been succeeded by 
uterine inertia. On external examination he found that the child was 
presenting by the vertex. On examination per vaginam he discovered a 
hard irregular tumour, which bled slightly, in the vagina. The cervix 
was fully dilated. On further examination he found the tumour was 
attached by a pedicle to the foetal head. By rotation and traction on the 
encephaloceele he delivered the head of the child; the body followed with- 
out difficulty. The tumour was larger than the head and had become 
fixed in the vagina. 

(2) The second patient was a multipara, aged 24, to whose house he 
was called 18 hours after the beginning of labour. She was cyanosed 
and slightly dyspnceic. On abdominal examination he made a diagnosis 
of twin pregnancy. ‘This was confirmed by finding four feet in the vagina. 
It seemed to be a case of twins in which both children were presenting 
by the breech. By making light traction on the feet he drew them until 
the knees were exposed in an attempt to separate the legs of one child 
from those of the other child. He tried to return one pair of legs into 
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the uterus before extracting the other child, but to his surprise all four 
legs returned. Exploring further he found that the twins were united 
by part of the abdomen and the xiphoid cartilage. It was a case of 
thoracopagus. By traction on the four feet he delivered the monster as 
far as the shoulders after which he was able to deliver the heads separately. 
There was no tear of the perineum. The mother made a good recovery. 
(3) The patient, a primipara, aged 23, had been in labour with strong 
pains for about nine hours, The child was presenting by the vertex, the 
head was in the pelvis and the cervix was fully dilated. An injection of 
pituitrin was given and repeated two hours later. After waiting for three 
hours and finding there was no further progress in spite of strong con- 
tractions, chloroform was administered and the forceps was applied. Peres 
was surprised to find that light traction would not deliver the head, with 
stronger traction he delivered it and then found that the child was dead, 
But, locked under its jaw, between its neck and its shoulder, was the head 
of a second child whose body lay in the same longitudinal axis as the first. 
‘The second child was born alive. The perineum was lacerated and a febrile 
puerperium ended in recovery. In this case twin pregnancy was not diag- 
nosed because there was no undue disturbance of the mother’s uterus and 
the foetal heart-sounds were heard in only one quadrant of the abdomen. 


Generalized gonococcal peritonitis. 

Unlike pelvic peritonitis, which nearly always accompanies acute 
adnexal lesions, generalized gonococeal peritonitis is relatively rare. 
The rapid production of adhesions characteristic of a gonococcal infection 
shuts off and protects the general peritoneal cavity. Filho describes a 
case of generalized gonococcal and streptococcal infection of the peritoneum, 
favoured by the occurrence of parturition in a patient who had suffered 
from gonorrhcea for some years. ‘Three months before she became 
pregnant she had an operation for appendicitis, and on the seventh day 
of the puerperium she developed acute pain in the right iliac fossa. On 
examination he found that the uterus was involuting normally. It was 
not painful. There was great tenderness in the right iliac fossa over a point 
corresponding to the cicatrix of the incision, The temperature and the 
pulse-rate were normal. He thought medical treatment would relieve the 
pain, but after a few days of treatment the patient was worse. Associated 
with the rise of temperature and the increase in the rate of the pulse she was 
now suffering from complete intestinal atony, sickness and vomiting. He 
detected a soft swelling in the right iliac fossa. Feritoneal facies had 
developed. An immediate operation was necessary. On opening the 
abdomen in the mid-line a small quantity of pus issued from the incision 
loops of the intestine were adherent to each other and to the uterus by 
fibrinous exudate. The uterus was small and adherent to the abdominal 
wall. While carrying out lavage with ether he noticed a large right 
pyosalpinx with intestinal adhesions. He closed the abdomen with drain- 
age. Convalescence was stormy till the sixth day owing to fever 
and intestinal stasis. On the tenth day he was able to remove the drainage 
tube, after which the patient’s recovery was rapid. Examination of the 
pus removed at operation showed numerous gonococei and a few strepto- 
cocci, 
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La Clinica Ostetrica. 


September, 1930. 
*The alkaline reserve of the blood during pregnancy. Pascali. 


October, 1930. 
*Dilatation of the ureters during pregnancy. Mandruzzato. 


November, 1930. 
A cultural investigation of gonococei in the secretions, The differential 
diagnosis from similar bacilli. Debiasi. 
Menstrual bactereemia. Davenzo. 


December, 1930. 
Some reflections on the obstetrical and gynecological fields. Garofalo. 


The alkaline reserve of the blood during pregnancy. 

Pascali describes various methods of determining the acid-base 
equilibrium or the alkaline reserve of the blood, and discusses its import- 
ance as an indication of the efficiency of the organism. He then gives the 
results of his own estimations of the alkaline reserve in 45 women at 
different stages of pregnancy. Barnes has well said that “pregnancy tests 
the integrity of every organ.’’ Pascali’s experiments prove that the 
profound modifications which occur in every organ during pregnancy are 
compensated by variations in the acid-base equilibrium of the blood. His 
conclusions are: (1) In the first three months of pregnancy the alkaline 
reserve is slightly but constantly lowered. (2) Between the fourth and 
the eighth months of pregnancy the normal limits are generally main- 
tained. (3) At the ninth month of pregnancy the alkaline reserve is 
almost normal and tends to become lower at the beginning of labour. 
Vascali believes that the lowering of the alkaline reserve in the first three 
months is due to (a) the maternal organism being unprepared for a new 
set of conditions and to its requiring a certain time to adapt itself to those 
conditions ; and (b) the greater vitality of the ovum during the first three 
months. It may be said that it is in this period that the scaffold is laid 
down on which the complex new organism must be built. 


Dilatation of the ureters during pregnancy. 

It is generally admitted that the lumen of the ureters, especially that 
of the right ureter, becomes dilated during pregnancy and that there is a 
retardation in the flow of urine. There is want of accord between many 
investigators, not only as regards the cause of statis but as to which 
ureteric segment is dilated. Mandruzzato had studied some cases of 
pyelitis by the injection of uroselectan. He applied his method in the 
investigation of a case of normal pregnancy, and he gives an account and 
a radiographic illustration with the aim of throwing some light on the 
question of ureteric dilatation. 

The patient was six months pregnant. She did not have pathological 
symptoms cither of the urinary or of the genital systems. Man- 
druzzato shows a radiogram taken an hour after an injection of uro- 
sclectan, From this it is seen that the kidneys are not displaced. The 
pelves and calices of both kidneys are relatively dilated. Both the ureters 
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are markedly dilated in their upper two-thirds. The upper third forms, 
with the middle third, a well-marked bend at the level of the fourth lumbar 
vertebra. Both ureters are displaced from the middle line towards the 
fianks in their middle third; and the displacement seems gteater in the 
left ureter than in the right. In both, the lower third has a perfectly 
normal calibre. The dilatation ceases suddenly at the brim of the pelvis 
on each side. The bladder was enlarged, and flattened by the foetal head. 
This disposition of the two ureters during pregnancy was confirmed by 
finding a similar state at postmortem examination of a woman who died 
of hemorrhage at term from placenta previa a few minutes after admission 
to hospital. During her pregnancy there had been no_ pathological 
symptoms referable to he urinary tract. Mandruzzato attributes the 
dilatation of the ureters, in pregnancy, to muscular atony and to an 
obstacle in correspondence with the line of the pelvic brim. 


J. H. Filshill. 


Acta Obstetrica Scandinavica. 
Vol. 10, Fasc. 3, 1930. 
*The passage of some substances from the mother to the foetus in the 
latter half of pregnancy. E. Brandstrup. 
*Studies of the function of the mucous membrane of the Fallopian tube. 
A. Westman. 
*Studies of the function of the ovary after X-ray sterilization. A. Westman. 
*A case of grape-like ovarian cystoma of extra-ovarian origin. I,. Dahlgren. 
*Clinical studies in intraperitoneal delivery by Caesarean section, especially 
the so-called deep Caesarean section, R. Hasselblatt. 


THE TRANSACTIONS OF THE OBSTETRIC AND GYN.-ECOLOGICAT 
SOCIETY OF STOCKHOLM, 1928-1920. 
Edited by PER WETTERDAL. 
Chairman: Prof. Erik Ahlstrém. 
Secretary : Dr. Per Wetterdal. 
October 11, 1928. 
Dr. von Mikulicz-Radecki, of ‘Berlin, gave a lecture entitled “Geburt- 
shilfe und Gynekologi im Film” (with moving pictures). 
November 17, 1928. 

Delivery in primipars over forty. K. Essen-Moller. Published in Acta 
Obst. et Gyn., 1929. 

A statistic survey of Caesarean section at the Jénképing Hospital between 
1905 and 1928. A. Euren. 

The cases of thrombosis at Maliné Maternity Hospital between 1904 and 
1927. O. Grone, Published by Dr. Erik Lindquist in Acta Obst. et Gyn., 
1929. 

Remarks on ondometritis, cervicitis and lymphangitis, the parametriun. 
L. Bergstrém. 

Two cases of ileus during pregnancy, H. Benckert. 
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January 18, 1929. 
A case of hermaphroditism treated by operation. N. Gyllensvard. To he 
published in Acta Obst. et Gyn. 
A case of fibromyoma in the portio vaginalis. N. Gyllensvard. 


March 15, 1929. 
A contribution to the pathogenesis of dermoid cysts, C. Heljl. 
A case of interstitial pregnancy. A. Westman, 


April 19, 1929. 

A case of, circular sloughing of the portio vaginalis uteri during spon- 
taneous delivery. E. Bovin. 

A contribution to the treatment of puerperal infection and septic abortion. 
G. Salwen. 

On thymophysin in the treatment of weak labour, EF. Holtz. Published 
in Hygiea, 1929. 

June 8, 1929. 

Some reflexions on a case of chorionepithelioma. W. Bosaeus and J. 
Olow. To be published elsewhere. 

Report on the question of sterilization, illustrated by some cases from the 
General Maternity Hospital. Published in Acta Obst. et Gyn., Scand., 
Volo ax. 

Vol. 10, Fasc. 4, 1930. 
*Esthiomene of the vulva and its zetiology. P, Damm. 
*The value of the pyramidon test in the diagnosis of extrauterine pregnancy. 
A. Apajalaht. 
A case of hermaphroditism treated by operation. N. Gyllensvard. 
*Diabetes and pregnancy. P. Dahl. 

Experiments into the relation between the corpus luteum and the placenta 
as organs of internal secretion. A. Westman. 

Multiple primary malignant tumours. J. Naeslund, 


The passage of some substances from the mother to the foetus in the latter half of 
pregnancy. 

After an historical view of the subject, the author describes the technique 
by which he has been able to make concomitant serial analyses of the blood 
of the mother and the foetus. After the injection into the mother’s circula- 
tion of the substance to be examined, he records his findings in a number 
of experiments on the passage of glucose, saccharose, lactose, arabinose and 
xylose. The passage of glucose and the pentoses can be explained as a 
slow diffusion through a passive membrane, but the placental epithelium is 
almost impermeable to the disaccharides. 


Studies of the function of mucous membrane of the Fallopian tube. 

Westman quotes the results of the investigations of other authors who 
have shown that, during the passage of the ovum through the Fallopian 
tube, the ciliated epithelial cells of the Fallopian tube undergo a modifica- 
tion in structure and function, becoming secretory cells. This modification 
is dependent upon the ovary. The author castrated female rabbits 12 hours 
after coitus. By this time the ova had entered the Fallopian tubes. As a 
result of these experiments he proves that the change from ciliated 
epithelium to secretory epithelium does not take place after castration. 
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On serial mocroscopical examination of the Fallopian tubes, removed from 
the castrated females at a time when the ova were in the isthmus of the 
Fallopian tube, it was shown that the ova were all more or less degenerated, 
and that they lacked the thick mucous coat which normally surrounds them. 
He concludes that the secretory activity of the mucous membrane of the 
Fallopian tubes is associated with the life of the ovum. 


Studies of the function of the ovary after X-ray sterilization. 

The author summarizes the results of his experiments on 4o white saice 
by stating that, after exposure to X-rays, the Graaffian follicles begin to 
degenerate and, after a period of time, the ovary gradually becomes filled 
with lutein-like cells which are arranged in a radical fashion in bundles, 
separated from each other by thin septa of connective tissue. Other lutein- 
like cells at the periphery of the ovary present an alveolar arrangement. 
The cestrus cycle of the vagina continues undisturbed for about two months 
after irradiation. After this-time implantation of the anterior lobe of the 
pituitary body will not induce cestrus. This can only be done when 
undamaged follicles are present in the ovary. The teaching that normal 
ovarian function is dependent upon the presence of maturing egg-bearing 
follicles is upheld. 


A case of grape-like ovarian cystoma of extra-ovarian origin. 

The author describes a case of a racemose cystoma of extra-ovarian 
origin in a primigravida, aged 33 years. The tumour consisted of a large 
number of thin-walled cysts, which varied in size from that of a pea to 
that of a child’s head. The cysts contained a clear serous fluid. The 
pedicle of the tumour arose from the posterior aspect of the right broad 
ligament, about one centimetre below, and external to, the hilum of the 
ovary. The right ovary showed signs of cystic degeneration. It had no 
connexion with the tumour. Secondary adhesions were present between 
the tumour and the anterior aspect of the left broad ligament. On micro- 
scopic examination the cysts were found to be lined by a fine papillary 
columnar epithelium. There were no signs of malignancy. Dahlgren makes 
a nutber of references to the 23 cases of racemose cystomata which he has 
been able to find in the literature : seven of these cystomata were of extra- 
ovarian origin. 


Clinical studies in intraperitoneal delivery by Casarean section, especially the so- 
called deep Cesarean section. 
From the obstetrical and gynzecological university clinic in Helsingfors. 
Professor Wichman (director). 
I. Introduction. 
Il. A review of the position. 
III. The operative technique. 
IV. The indications for operation. 
A. Disparity between the pelvis and the foetal head: a com- 
parison with other methods of delivery. 
B. Delivery by Ceesarean section in placenta preevia. 
C. Eclampsia, eclampsism, nephropathy. 
D. Other indications. 
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V. The primary results and the circumstances which affect them. 
VI. Morbidity and mortality. 
VII. Sterilization. 


VIII. The prognosis and tie secondary results of Cresarean section, 
A. Fertility after Caesarean section. 
B. Pregnancy and delivery after Caesarean section, 
C. Repeated. Caesarean section. 
(a) Intra-abdominal adhesions. 
(b) The healing of the scar. 
(c) Scar hernia. 


IX. Conclusions. 


The object of Hasselblatt’s treatise is to describe the results which have 
been obtained at the Obstetric Clinic at the University of Helsingfors in 
cases of abdominal Ceesarean section, and to compare them, as far as 
possible, with the results obtained by vaginal operations performed under 
similar conditions. The aim of his treatise is, moreover, to attempt to 
explain the attitude he adopts with regard to the teaching of Hirsch. — 


From the year 1goo until the year 1927 abdominal Czesarean section was 
performed 275 times, while 57,305 patients were delivered per vias naturales. 
The frequency of Caesarean section was, therefore, 0.48 per cent. During 
the last decade Cesarean section was performed in 1.93 per cent of the 
cases. Low segment Czesarean section was used in 248 of the 275 cases. 
Sterilization was performed at the same time as Czesarean section in 49 
cases. Eight patients died, which is equivalent to a mortality of 2.91 per 
cent. The foetal mortality was 6.9 per cent. The author states that an 
examination of the material at his disposal does not show that rupture of 
the membranes is of importance so far as the mortality and the morbidity 
are concerned, and he does not consider that properly conducted vaginal 
examinations are so dangerous as is usually taught. 


By making a careful bimanual examination Hasselblatt claims to have 
avoided many unsuccessful high forceps deliveries as well as many unneces- 
sary Ceesarean sections. Between the years 1927 and 1928 there were 774 
cases of disproportion. Czesarean section was performed in 107 cases, a 
percentage of 13.82. Comparison with corresponding figures at other 
Scandinavian clinics indicates that the obstetric methods at Helsingfors 
are very conservative, the percentage of Czesarean sections in cases of dis- 
proportion at these clinics being 22.89. 


A second Czesarean section was performed in 57 cases; rupture of. the 
scar occurred in two cases, while the scar had become thin in three other 
cases. From a study of his own and other cases of rupture of the scar, 
recorded in the literature, the author has formed the opinion that an incision 
which is not made in the mid-line of the uterus heals badly. He thinks 
it is of the utmost importance, for good healing, that the incision should 
be made exactly in the middle line. The author dissociates himself from 
the teaching of Hirsch, because his (the author’s) results show that if this 
teaching had been adopted at Helsingfors many patients would have 
submitted to unnecessary Czesarean section. 


F. R, 
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Esthiomene of the vulva and its xtiology. 

Damm describes a case of esthiomene accompanied by rectal stricture 
and fistulee. The patient, a woman of 59 years, was admitted to the Frauen- 
klinik in Copenhagen in July, 1930. About the year 1900 she had been 
infected with gonorrhcea, and after a short period of treatment in the United 
States was pronounced to be cured. She did not think that she had at any 
time had a wound of the external genitals, nor did she remember having 
any enlargement of the inguinal or femoral glands ; further, there had been 
no vaginal discharge since. In 1910 the patient had a boil on the face 
which so lowered her resistance that it was followed by a series of. boils 
on the chin, the neck, the back, and the upper part of the left arm. For 
this condition she had no medical treatment. She recovered and remained 
well until July, 1922, when she developed multiple abscesses of the external 
genitals which broke down and discharged much offensive pus. Healing of 
the abscess cavities was very slow and there was, at the same time, consider- 
able swelling and hardening of the external genital organs. She was 
treated for a year by her own doctor with baths and fomentations and, in 
1923, she was admitted to the surgical clinic of the Kommun Hospital. 
On digital examination of the rectum a stricture was found. The stricture 
was situated two centimetres from the anus, and it did not admit a finger 
though the patient insisted that she had no trouble with the evacuation of 
her bowels. On vaginal examination the perineal body and the posterior 
vaginal wall were found to contain a hard mass which encroached upon the 
anterior wall of the rectum, causing considerable reduction in its calibre. 
Near the posterior commissure there were fistule in both labia majora, 
which tracked back to the periproctal cellular tissue; there were other 
fistulze in the perineum which also went in the same direction. Examination 
of the internal genital organs was impossible, as the swelling described 
prevented the penetration of even one finger to the top of the vagina. As 
the patient refused further treatment she was allowed to go home, with the 
diagnosis of strictura recti, periproctitis, fistulae Jabiorum majorum 
utriusque et perinei. After this the condition remained unchanged except 
for recurring fistulee with great thickening of the external genitalia, and a 
considerable discharge from the resulting abscesses and fistulae. There were 
no rectal symptoms and the stools contained neither blood, mucus, nor pus, 

On admission to hospital, in 1930, the patient was examined under a 
general anzesthetic. There was a free discharge of pus from the vagina, and 
granulations were found to extend from the introitus up the posterior wall 
for two centimetres. Above this the epithelium was normal; the portio and 
uterine body were small and atrophic. On proctoscopic examination the 
mucous lining of the rectum was found to have undergone changes similar 
to those in the vagina, Sounds, passed through the fistulous openings, 
reached the periproctal tissue but did not perforate the mucous membrane. 
A rubber drain was left in the vagina through which daily irrigation was 
carried out. The Wassermann reaction was negative and smears from the 
cervix and urethra were negative for gonococci. The reaction to intra- 
dermal injections of Dmelcos and lymphogranulomantigen were positive. 
During the following three months the fistulae were treated, under ether 
anesthesia, by diathermy. This resulted in the healing of the vaginal 
and vulval epithelium and almost complete disappearance of the inflam- 
matory thickening. 
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The writer considers the causal factor in this case to have been lympho- 
granuloma inguinale ; the patient reacted positively to a cutaneous test with 
a specific antigen and presented the fistulee and rectal stricture characteristic 
of the disease. The reason why the inguinal glands were not involved is 
to be sought in the fact that the disease had its site at the posterior 
commissure, giving rise to a lesion of the ano-rectal glands with consequent 
rectal stricture, fistulae and elephantiasis of the vulva, mainly towards the 
posterior, corresponding to the area of lymphatic obstruction. 


The value of the pyramidon test in the diagnosis of extrauterine pregnancy. 

Apajalaht has undertaken pyramidon tests, according to Iwanofi’s 
method, in 32 cases of extrauterine pregnancy and in 430 cases of gynzeco- 
logical disease. He concludes that the test is almost always positive when 
the extrauterine pregnancy has been interrupted for more than one week, 
and sometimes when the bleeding is parenchymatous or external, in 
association with cysts the pedicle of which has become twisted, in ovarian 
and uterine carcinoma, in abortion and in salpingo-odphoritis. He believes 
that if the test is negative the extrauterine pregnacy has been interrupted 
scarcely a week, if positive an interrupted extrauterine pregnancy 
is possible. 


Diabetes and pregnancy. 

Dahl describes two cases of diabetes complicating pregnancy, both of 
which were treated by insulin. The first patient had impending coma 
followed by hydramnios, calling for premature delivery. The second patient 
became comatose at the eighth month, but she recovered with suitable 
treatment and three weeks later gave birth to a living child. Both the 
mothers and both the infants survived; in each case the mother’s health 
improved during lactation. 

R. H. B, Adamson. 


Bulletin de Buenos Aires. 
September, 1930. 
*Intra-ligamentary ectopic gestation and ovarian cyst. A living foetus 
seven months old. Tallaferro. 
*Treatment of genital puritus by weak radio-active substances. Tribarne 
and Sarcli. 


Intra-ligamentary ectopic gestation and ovarian cyst. A living foetus seven months 

Tallaferro describes a case of tubal pregnancy complicated by an 
ovarian cyst. The patient was aged 34 years and she had one child. 
The first confinement took place a year after her marriage and 15 years 
before the second pregnancy. She had contracted gcnorrhcea at marriage 
and had suffered from chronic salpingitis. During the second pregnancy 
she had attacks of acute pain, with hemorrhage, at intervals of about two 
months. At the fourth month of pregnancy the hemorrhage was marked, 
and she thought that it was due to an abortion. But after this she began 
to feel faetal movements. The third crisis occurred about the seventh 


in 
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month and it was so severe that she was sent to hospital. After admission 
and examination Tallaferro found that immediate operation was necessary, 
though, had time permitted, he would have liked a radiogram to confirm 
his diagnosis of ectopic pregnancy with a right ovarian syst and torsion 
of the pedicle. The abdomen was so tense that foetal parts could not be 
felt, nor could the foetal heart sounds be heard. On examination per 
vaginam a resistant mass could be felt in each fornix. At laparotomy 
it was seen that the left Fallopian tube was ruptured, that the foetal sac 
had developed beside an hypertrophied uterus in the left broad ligament, 
and that the ovarian cyst was also intra-ligamentary. The peritoneum 
covered the three swellings so that they resembled one tumour. He 
first opened the fcetal cyst. The child was alive when removed, but it 
died a few hours later. Bearing in mind the danger of a tubal placental 
hemorrhage he took great care to ligature every possible artery before 
removing the placenta. He then extirpated the right cyst and performed 
sub-total hysterectomy. He discusses : (1) The genesis of the case, and (2) 
the reasons for uncertainty in diagnosis. (1) The cause of most tubal 
pregnancies is admitted to be gonorrhoea. In this case it was evidently 
gonorrhcea. The child had a cranial malformation, polydactylism and 
aukylosed joints. (2) According to classical teaching an ectopic child 
after the fourth month can easily be detected on abdominal palpation. In 
this case, because of the adhesions, the distended intestine, and because 
the child was in the pelvis, the foetal parts cound not be felt. The same 
set of conditions made ausculatation of the foetal heart impossible. 


Treatment of genital pruritus by weak radio-active substances. 

The authors refer to Falta’s work on the treatment of different forms 
of pruritis by Becquerel rays, in whose judgment the success obtained was 
often stupefying. As an illustration they quote the case of a patient 
suffering from gastric carcinoma and unable to sleep because of intense 
pruritus vulva. Two applications of mesotorium (a radio-active substance) 
of two hours’ duration cured the symptom, which did not return though 
she lived for nine months. 

The authors also refer to the results of the Vienna Radium Station, 
where irradiation with mild g-rays is employed in all local affections with 
pruritus ; 15 to 20 minutes treatment with g-rays often produces favourable 
effects which last for years. Encouraged by these results and by their 
own experience in treating inflammatory lesions with radio-active mud, 
Tribarne and Sardi have extended this method of treatment to cases of 
genital pruritus from any cause. . They describe the treatment and the 
results in their first series of 12 cases, one being a patient who had suffered 
from diabetes for 10 years and had 47 per cent of sugar in the urine. The 
material employed, in default of being able to obtain an actinic mud, was 
“toricerina’”’ a radio-active sand. Radium is not often available for 
practitioners, but the authors consider the radio-active muds or toricerina 
have certain advantages over it. They often emanate a certain quantity of 
alpha-rays as well as beta-rays. They are mild in action and incapable of 
producing either superficial or deep reactions even after prolonged 
administration. In ten cases (including the case of diabetes) the cure was 
complete, in one case there was marked improvement, and in one failure 
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was complete. The authors consider that, although no dogmatic con- 
clusions can be drawn from 12 results, these results are valuable as an 
indication for the employment of a simple and innocuous remedy. 


J. H. Filshill. 
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han’s islands, in pregnancy and the puerperium, T. Akehi, 

*Kxperimental investigation of the effect of the nervous system on the 
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*Pituitrin as a remedy for postoperative paralysis of the urinary bladder, 
especially after panhysterectomy for cancer of the uterus. M, Oku. 
*Blood groups in Obstetrics and Gynecology. Part I. Group specificity 

of gynecological tumours. M. Oku. 

*Hydrotubation. Examination of tubal patency by means of physiological 
salt solution. H. Yagi. 

*Desamidase in the organs of the human foetus and the new-born. A. Abe. 


*The effect of Réntgen rays and radium on the duration of the life of 
spermatoza. T. Fuke. 


The reticulo-endothelial system in Obstetrics and Gynecology. 

In this masterly article Professor Katsuya gives a complete review of 
the work already accomplished, both in his Institute and elsewhere. Owing 
to the multiplicity of references in the text and the detailed discussions 
of the pathology and physiology of the reticulo-endothelial system, the 
article is impossible of abstraction. These So pages can be recommended 
with confidence to anyone interested in the subject. 


The internal secretion of the pancreas and the female genital function. Part I. 
Histological investigation of the pancreas, especially the Langerhan’s islands 
in pregnancy and the puerperium. . 

Akehi experimented with rabbits in the pregnant, non-pregnant, and 
puerperal states, and as the results of his histological examinations he 
found that the islets of Langerhans are gradually hypertrophied and pro- 
liferated in pregnancy, and that a number of young and newly generated 
islands appears. This is especially so towards the end of pregnancy. 
With parturition the islands atrophy and decrease, while some disappear. 
Often this decrease is in excess of the normal non-pregnant number, but 
after four days have elapsed a return to the normal is usual. The. effect 


of pregnancy and the puerperium on the external secretion of the ana 
cannot be recognized histologically. 
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Experimental investigation of the effect of the nervous system on the function of 
the genital organs. The relation between sympathectomy and parasympathetic 
poison and pregnancy. 

The author experimented on rabbits. Periarterial sympathectomy was 
performed on the right hypogastric artery, and at the same time the left 
ovary and the left uterus were extirpated. Four to seven days later, 
pilocarpine and atropine were injected (parasympathetic poisons). 
Laparotomy was performed 35 to 4o days later and the right uterus and 
right ovary were removed and compared histologically and macroscopically 
with the left organs, which had been removed previously. As a control, 
another rabbit was subjected to precisely the same operative procedure, but 
no atropine nor pilocarpine was injected. As a result of this investigation 
he concluded that, as a result of sympathectomy, no difference could be 
recognized between the degrees of development in the intrauterine foetfis 
on both sides. The number of foetfis produced in the bilateral uterine 


horns was not influenced. The mortality of the foetfis was the same on 
both sides. 


Pituitrin as a remedy for postoperative paralysis of the urinary bladder, especially 
after panhysterectomy for cancer of the uterus. 

Oku makes a strong plea for the use of pituitrin in the treatment 
of postoperative urinary retention. It appears that all cases of cancer of 
the uterus subjected to hysterectomy in Japan are drained by a self- 
retaining catheter for some days. 

He quotes twelve cases of postoperative retention of urine treated by 
pituitrin, with immediate success in eight. The unresponsive ones had 
some degree of parametritis, and he is of the opinion that the drug is 
less effective in such cases. The dose recommended is % to I c.c., sub- 
cutaneously. He advocates pituitrin for its other beneficial effects after 


operation—diuresis, rise of blood pressure, and acceleration of intestinal 
peristalsis. 


Blood groups in Obstetrics and Gynecology. Part I. Group specificity of gyneco- 
logical tumours. 

The author investigated 22 cases of uterine cancer, 15 of uterine myoma, 
six of mucous polypi, four of pseudomucinous ovarian cysts, and three of 
dermoid cysts, from the point of view of blood group specificity, and, in 
every case, he found this specificity in entire agreement with the blood 
groups of those carriers. He concludes that the group specificity possessed 
by erythrocytes can be present, not only in the cells of the normal body, 
such as sperms, mucosa cells and organ cells, but also in such tumours as 
cancer of the uterus and the other tumours mentioned above. 


Hydrotubation. Examination of tubal patency by means of physiological salt 
solution. 

In this article a new method of tubal inflation by means of physiological 
salt solution is demonstrated. The author has attempted, so far as possible, 
to make the apparatus fool-proof. The pressure is exerted by a column of 
water so arranged that the maximum pressure is equal to that of 150 mm. 
of mercury. A cone type of inflater for intrauterine apposition is used. 
The rate of flow of the salt solution denotes the relative degrees of 
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obstruction. If the Fallopian tubes are occluded, sufficient fluid passes to fill 
only the uterus. He claims that there is no danger in the use of the 
instrument, although he warns against its use in suspected infective 
conditions of the uterus and cervix. Its disadvantage appears to rest in 
its inability to distinguish the site of occlusion. Radiography will always 
be more popular in the decision as to the site of occlusion. 


Desamidase in the organs of the human foetus and the new-born. 

The author points out that the ferment, desamidase, has hitherto been 
isolated from animal organs and from some plants, but its distribution in 
the human foetus appears to have been somewhat neglected. He accordingly 
sets out to ascertain its presence, method of production, and conditions of 
formation in the human foetus. He investigated the glycocoll and the 
asparagin decomposing ferments in the liver, kidney, and intestine of the 
human foetus in the various stages of pregnancy and in the new-born. 
Glycocoll was decomposed in the liver in the latter half of pregnancy, but 
in the other stages the result was negative. Asparaginase was recognized 
to be plentiful both in the liver and the kidneys, the action of the ferment in 
several instances was observed by experiment to be particularly intense 
in the kidneys. 


The effect of Réntgen rays and radium on the duration of the life of spermatoza. 

In this interesting experiment the author obtained specimens of sperma- 
tozoa from the epididymus of albino rabbits. These specimens were 
examined by hanging drop preparations, and the effects of temperature 
and duration of exposure both to X-rays and radium were examined. It 
was found that the spermatozoa were less affected, as regards duration of 
motion, by Réntgen rays or radium than other undeveloped and infantile 
cells. Longer irradiation with a smaller dose was more effective than 
shorter irradiation with a larger dose. Some authors hold the opinion that 
temperature heightens sensitivity to Réntgen rays, but Fuke believes that 
temperature and Réntgen rays act independently. 

C. D. Read 
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